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ABSTRACT
How Professional Physical Therapist Education Programs Develop Cultural Competence
Within Their Students: An Exploratory Concurrent Mixed Methods Study
by Dustin Domingo
Purpose: The purpose of this exploratory concurrent mixed methods study was to
describe experiences that shape the factors of cultural intelligence (CQ) as perceived by
students of professional physical therapist education programs. In addition, it was the
purpose of this study to determine whether any particular factor of cultural intelligence
influenced one’s overall cultural competence according to the cultural competence
continuum by Cross et al. (1989).
Methodology: Students in a professional physical therapist education program completed
a questionnaire, which included Likert scale questions, open ended questions, and a 37item self-assessment based on the expanded cultural intelligence scale by Van Dyne et al.
(2012). Responses were analyzed to identify experiences that improved factors of cultural
intelligence. Multiple regression analyses were performed to determine the impact of
each factor of cultural intelligence on the level of cultural competence on the cultural
competence continuum.
Findings: Immersion in cultural events and receiving positive feedback from diverse
patients improved motivational cultural intelligence. Discussions between students in
controlled settings improved cognitive cultural intelligence. Metacognitive cultural
intelligence was improved when students were faced with difficulties interacting with
culturally diverse patients resulting from cultural distance. Behavioral cultural
intelligence improved when patients learned or practiced non-verbal cues as well as
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language(s) other than English. Multiple regression analyses found that no single factor
of cultural intelligence is significantly related to the level of cultural competence on the
cultural competence continuum.
Conclusion: Cultural competence could be improved through exposure to different
cultural settings and diverse people; engaging in discussion and receiving feedback on
behaviors and communication styles; acquiring more than one language; as well as
putting forth practice towards becoming culturally competent and allowing for skills to be
developed over time.
Recommendations: Research must be conducted on how professional physical therapist
education programs develop cultural competence among faculty members. Moreover,
research is needed in other healthcare programs using the factors of cultural intelligence
as a conceptual framework. Furthermore, a qualitative ethnographic study should be
performed on students of color in professional physical therapist education programs.
Lastly, a mixed methods study should be conducted on how professional physical
therapist students overcome language barriers.
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CHAPTER I: INTRODUCTION
Livermore (2015) as well as Friedman and Mandelbaum (2012) say that the world
is flat, which means that not only are people more accessible to one another than ever
before, but individuals are now interacting with others in cross-cultural situations. For
example, organizations in the United States may outsource work internationally or may
offer goods or services to clients and customers in multiple countries. Additionally,
continuous immigration to the United States increases diversity. Cohn and Caumont
(2016) report that Americans are now more racially and ethnically diverse than in the
past; nearly 14% of the country’s population is foreign born. Consequently, members of
organizations must be mindful of how they work with, and serve the needs of, a
multicultural community. Organizations and individuals who are able to successfully
navigate through cross-cultural experiences protect and enhance their bottom line
(Livermore, 2015). Successfully, respectfully, and efficiently engaging with diverse
individuals in cross-cultural situations allows organizations to optimally serve their
immediate communities. Thus, the ability to address the needs of a multicultural
population is relevant across various industries in the US (Livermore, 2015) and
particularly healthcare (Cross, Bazron, Dennis, & Isaacs, 1989; Perez and Luquis, 2014).
Disparities in health and healthcare exist amongst minority populations in the US
resulting from the healthcare industry’s inability to successfully serve culturally diverse
populations. In 2010, the US Department of Health and Human Services with the Office
of Disease Prevention and Health Promotion announced Healthy People 2020, which is a
set of goals and objectives for improving the health of all Americans; it includes new
goals such as bringing attention to the need for health equity and social determinants of
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health. White and Stubblefield-Tave (2017) state that disparate care applies to segments
of the US including, but not limited to women, elders, immigrants and refugees,
individuals living with disabilities, overweight people, prisoners, racial minorities, and
some religious minorities. In order to better serve these diverse communities and to close
gaps in healthcare and health outcomes, researchers advise putting focus on cultural
awareness and cultural sensitivity (Doherty et al., 2017; Perez & Luquis, 2014; White &
Stubblefield-Tave, 2017). Healthcare professionals must be skillful in providing
multicultural patient centered care to improve healthcare outcomes (Doherty et al. 2017).
Preparing healthcare professionals to communicate with, and engage with, patients with
diverse beliefs and backgrounds enhances positive patient outcomes (Dupre & Goodgold,
2007; Paparella-Pitzel, Eubanks, & Kaplan, 2016).
Specific divisions of healthcare professionals have made considerable efforts to
mainstream cultural competence within their field, specifically through integrating
cultural competence into healthcare licensure programs (Perez & Luquis, 2014).
Integrating cultural competence education into healthcare professional preparation
programs is a norm in most cases within the US, but professional physical therapy
education is one profession that lags behind others in depth of research on cultural
competence education (Dupre & Goodgold, 2007). For example, the American Physical
Therapy Association (2015a) says that embracing cultural competence by responding to
individual and cultural considerations, needs, and values, will put the
patient/client/consumer at the center of the physical therapists’ efforts. However, there is
paucity in literature related to identifying the most effective ways to measure cultural
competence and to integrate cultural competence into professional physical therapist
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education curricula (Doherty et al., 2017; Dupre & Goodgold, 2007; Paparella-Pitzel et
al., 2016). This chapter provides background on disparities in health and healthcare and
cultural competence education, as well as a conceptual framework leading up to the
justification for need for further research in the area of cultural competence in
professional physical therapist education.
Background
Six areas are covered in this background of the research and literature. First, there
is a discussion of disparities in health and healthcare among minority populations in the
US. Second, there is an overview of the changing demographics of the United States.
Third, there is an overview of the concept of culture. Fourth, there is an introduction to
the conceptual frameworks that inform this present study, the cultural competence
continuum by Cross et al. (1989) as well as the four factors of cultural intelligence (CQ).
Fifth, there is the section discussing the gap in the literature related to the topic of this
current study, specifically cultural competence education for professional physical
therapist education programs. Lastly, the sixth section explores the concept of teaching
cultural competence and measuring cultural competence in individuals.
Disparities in Health and Healthcare
When healthcare professionals are unprepared to serve diverse communities, this
contributes to healthcare disparities, an unequal quality of healthcare or an imbalance in
access to healthcare, typically framed in the context of negative impacts to racial and
ethnic minorities, but also may apply to any group especially those that are marginalized
(Kronenfeld, 2016). To make it distinct from health disparities, Fink (2009) provided the
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following operational definition of healthcare disparity, which was used for the purposes
of this current study:
Difference in a measurement of access to or quality of health care services
between an individual or group possessing a defined characteristic when other
variables have been controlled, such as individual health choices, disease courses,
and other variation from the normative measure. (Fink, 2009, p. 355)
Furthermore, the term health disparities has been used in previous publications as a
reference to the inequity in quality and access of healthcare. However, for the purpose of
this present study, healthcare disparities, will be used in reference to inequity in quality
and access of healthcare. Perez and Luquis’ (2014) recommended definition shall be used
for this current study: “Differences in the incidence and prevalence of health conditions
and health status between groups based on race/ethnicity, socioeconomic status, gender,
disability status, or a combination of these factors” (p. 60).
In a study assessing the state of health and healthcare disparities in the US, Fleary,
Nigg, and Freund (2018) found that from 2003 to 2015, the differences in preventive
health behaviors have not improved. When taking into account socioeconomic status,
ethnic or racial minorities tend to have less access to, and receive a lower quality of,
healthcare (Vaccaro & Huffman, 2012). Not only do health disparities exist in racial and
ethnic minorities, but they also exist for other underrepresented members of society, such
as within non-heterosexual communities (White & Stubblefield-Tave, 2017). In addition
to racism and stereotyping, White and Stubblefield-Tave (2017) state that factors which
contribute to unequal treatment of patients during encounters with physicians or other
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healthcare professionals include sexual orientation, gender bias, limited health literacy,
language barriers, and cross-cultural communication challenges.
Healthcare providers and the communication process between them and the
patient can influence the level at which the patient is informed, motivated and confident
to self-manage their health (Vacarro & Huffman, 2012). Perez and Luquis (2014) suggest
that an accurate understanding of the needs of various cultural and ethnic groups will help
healthcare providers serve diverse populations. Specifically, integrating cultural
competence in healthcare professional education for healthcare providers is a
recommended solution to improve the poor quality in healthcare delivered to minority
populations (Fleary et al., 2018; Perez & Luquis, 2014; U.S. Department of Health and
Human Services, Office of Disease Prevention and Health, 2010). However, as the US
demographic landscape is reshaped by an increase in cultural diversity, it presents a
hurdle for healthcare professionals to deliver quality care for all (Perez & Luquis, 2014).
The Changing Demographics of the United States
Through forces such as the spread of information technology, online collaborative
communities, and globalization of businesses, the world has flattened, allowing
Americans to experience a convergence of national cultures (Friedman & Mandelbaum,
2012; Livermore, 2015; Moua, 2010). Additionally, the U.S. Census Bureau (2015)
projects that, by 2044, more than half of all Americans will be classified into a group
other than non-Hispanic White (see Table 1); and by 2060, the number of foreign born
individuals will increase to nearly one in five of the nation’s total population (see Table
2). This convergence of national cultures and increase in racial-ethnic diversity in the US
reflects a global community (Moodian, 2009; Moua, 2010).
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Table 1
Distribution of the Population by Race and Hispanic Origin for the Total Population:
2014 and 2060
Race
Non-Hispanic
White
Black
American Indian/Alaska Native
Asian
Native Hawaiian and Other Pacific Islander
Two or More Races

2014

2060

62.2%
12.4%
0.7%
5.2%
0.2%
2.0%

43.6%
13.0%
0.6%
9.1%
0.2%
4.9%

Hispanic

17.4%

28.6%

Minority
37.8%
56.4%
Note: Minority refers to everyone other than the non-Hispanic White alone population.
Source: Adapted from U.S. Census Bureau (2015, Figure 8).
Table 2
U.S. Population by Nativity: 2014 to 2060 (Population in Millions)
Population
Total Population
Native Born
Foreign Born

2014
318.7
276.4
42.3

2020
334.5
286.6
47.9

2030
359.4
302.5
56.9

2040
380.2
315.1
65.1

Percent Foreign Born
13.3%
14.3%
15.8%
17.1%
Source: Adapted from U.S. Census Bureau (2015, Figure 1 section).

2050
398.3
326.0
72.3

2060
416.8
338.6
78.2

18.2%

18.8%

Culture
This convergence of cultures and diversity presents challenges to industries and
institutions in the US (Livermore, 2015). Before attempting to identify and address these
challenges, it is worth exploring conceptualizations of culture. Pennington (2016) states
that culture includes a system of symbols which must be learned and shared between at
least two people. Moreover, Moodian (2009) posits that culture is experienced by a group
of people in the same geographical space and time. For example, Perez and Luquis
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(2014) state that individuals from a particular racial/ethnic background, or nationality
may share the same culture, because their identities are tied to how they experience their
environment and how they understand symbols. Symbols are arbitrary, but to individuals
sharing the same geographical space and time, they can be powerful in daily life because
of the meanings associated with them are traditionally agreed upon by the people (Hall,
2013).
The meanings of symbols turn into shared knowledge and the application of
shared knowledge are customs (Triandis, 1989). Shared knowledge and customs within a
community allow members to interact in ways that are perceived to be good and normal
(Reeves-Ellington & Yammarino, 2010). In sharing knowledge, members of a society are
provided with a sense of stability because they may revert to culture to explain
phenomena (Pennington, 2016). Additionally, Moodian (2009) and Triandis (1989)
suggest that substituting critical thinking for accepted norms and customs expedites
interactions between individuals within a community.
The differences in norms, customs, and meanings of symbols, can be a source of
conflict for individuals of different cultures (Hall, 2013). Behaviors that result from
contradicting meanings of cultural symbols can be misinterpreted and thus seen as
strange or surprising (Moodian, 2009). Additionally, the negative result of defaulting to
one’s own cultural knowledge is that one may begin to believe that his/her way of life is
the best; therefore, culture socializes people to become ethnocentric (Moodian, 2009).
This poses a significant challenge in the US for healthcare providers who are of cultures
that differ from their patients and clients.
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Cultural Competence Frameworks
The Cultural Competence Continuum
A monograph by Cross et al. (1989) defines cultural competence and provides the
cultural competence continuum, the conceptual framework for this dissertation. Cultural
competence is defined by Cross et al. (1989) as “a set of congruent behaviors, attitudes,
and policies that come together in a system, agency, or among professionals and enable
that system, agency, or those professionals to work effectively in cross-cultural
situations” (p. 13). The cultural competence continuum was chosen as the conceptual
framework because it was developed with serving minority patient populations in mind
and has since been adopted and adapted by healthcare systems and agencies including the
physical therapy profession. As stated by Cross et al. (1989), the cultural competence
continuum presents six levels of cultural competence as sequential levels: (a) cultural
destructiveness, (b) cultural incapacity, (c) cultural blindness, (d) cultural precompetence, (e) cultural competence, and (f) cultural proficiency (see Figure 1).

Cultural
Destructiveness

Cultural
Incapacity

Cultural
Blindness

Cultural PreCompetence

Less Culturally Competent

Cultural
Competence

Cultural
Proficiency

More Culturally Competent

Figure 1. Cultural competence continuum.
The Four Factors of Cultural Intelligence
Cross’ et al. (1989) conceptualized cultural competence as a set of behaviors,
attitudes, and policies within a system, agency, or group, that permit effective working
relationships in cross-cultural situations. This definition as well as Cross’ et al. (1989)
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cultural competence continuum, formerly applied to organizations and groups, has since
been adapted to describe the actions of individuals (Dupre & Goodgold, 2007). Cultural
intelligence (CQ) is a component of cultural competence, but focuses on the individual.
Coined by Earley and Ang (2003), CQ is defined as one’s capability to function
effectively where settings are culturally diverse. The four factors of CQ are as follows:
motivational CQ, cognitive CQ, metacognitive CQ, and behavioral CQ (Van Dyne et al.
2012). Motivational CQ is one’s drive to succeed in cross cultural situations; cognitive
CQ is one’s ability to differentiate between cultures; metacognitive CQ is one’s ability to
prepare for cross cultural situations, and behavioral CQ is one’s ability to adapt to crosscultural situations in real time (Van Dyne et al. 2012).
Earley and Ang’s (2003) development of CQ was based upon previous
conceptions of multiple intelligence (Livermore, 2015). CQ is an approach to cultural
competence that not only has an emphasis on understanding different cultures, but also
problem solving to effectively adapt to various cultural settings (Livermore, 2011). Van
Dyne, Ang, and Koh. (2009) state that CQ has implications on training for those who
function within situations that are characterized by cultural diversity. More precisely,
Livermore (2015) states that CQ is relevant in healthcare settings and with healthcare
professionals who treat patients from different cultural backgrounds. As such, CQ would
be relevant for application in professional physical therapist education and assessing
cultural competence in physical therapists as well as students of professional physical
therapist education programs.
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Physical Therapy and Cultural Competence
The American Physical Therapy Association (2014) references the cultural
competence continuum by Cross et al. (1989) in its Blueprint for Teaching Cultural
Competence in Physical Therapy Education. In this blueprint is an outline of goals and
content that must be integrated as part of a professional physical therapist education
program (American Physical Therapy Association, 2014). Through these guidelines,
professional physical therapist education programs know what to teach, but there is little
known about how to teach it (Doherty et al., 2017; Dupre & Goodgold, 2007). Amongst
other healthcare professional preparation programs, physical therapy lags behind in the
area of cultural competence education (Dupre & Goodgold, 2007).
Physical Therapist Demographic Composition
Contributing to the challenge of developing strategies to teach cultural
competence in professional physical therapist education programs is the lack of diversity
within the field of practitioners. The physical therapy profession has demonstrated an
underrepresentation of minority racial and ethnic groups, (Romanello, 2007). Between
2010 and 2012, only 15% of students enrolled in professional physical therapist
education programs were minorities (Nuciforo, 2015). Thirty percent of the total US
population is comprised of Hispanic/Latino, African American, American Indian/Alaskan
Native, and Hawaiian/Pacific Islanders, but these groups make up only 9.1% of the US
physical therapist population (Nuciforo, 2015). Perez and Luquis (2014) state that even
though the US is becoming more ethnically diverse, the dominant culture is primarily
tailored for white people. This is no different when considering the population of physical
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therapists in the US. The absence of minority representation in the physical therapy
profession is a clear challenge to public health and health disparities (Nuciforo, 2015).
Professional Physical Therapist Education Programs
According to the American Physical Therapy Association (2018), in order to
practice physical therapy in the US, one must (a) earn a physical therapist degree from a
professional physical therapist education program that is accredited by the Commission
on Accreditation of Physical Therapy Education (CAPTE) and (b) pass a state licensure
examination. Furthermore, the US now only offers the Doctor of Physical Therapy (DPT)
degree and though there are practicing physical therapists in the US today with either a
Master of Physical Therapy or Master of Science in Physical Therapy, these master’s
level degree options are no longer offered to any new students in the physical therapy
field (American Physical Therapy Association, 2018). While most professional DPT
degree programs in the US require a bachelor’s degree for admission, there are some
accredited programs designed to allow freshmen entry (American Physical Therapy
Association, 2018). The length of a professional DPT program is normally 3 years; 80%
of the curriculum comprises classroom (didactic) and lab study, while 20% is in clinical
education (American Physical Therapy Association, 2018).
Teaching Cultural Competence
The American Physical Therapy Association (n.d.) does aim to reduce health
disparities by improving quality care to minority patients. According to the code of ethics
for physical therapists provided by the American Physical Therapy Association (n.d.),
"Physical therapists shall provide physical therapy services with compassionate and
caring behaviors that incorporate the individual and cultural differences of
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patients/clients” (p. 1). Integration of cultural competence education is now a requirement
for professional physical therapist education programs by the Commission on
Accreditation of Physical Therapy Education, but there has been paucity in published
research related to effective cultural competence education strategies in professional
physical therapist education programs (Doherty et al., 2017). Romanello (2007) indicates
that professional physical therapist education programs may incorporate cultural
competence education by admitting a diverse student population as well as provide
students with immersive clinical experiences that offer opportunities to work with
multiple diseases and disorders as well as diverse cultural groups.
Doherty et al. (2017) report that professional physical therapist education
programs have the freedom to design their curriculum to meet cultural competence
education accreditation criteria, but there is no consensus in the field as to the best tool to
measure cultural competence, which makes it difficult to identify the best approaches to
teach cultural competence. Doherty et al. (2017) conducted a pilot study, which aimed to
identify the self-perceived levels of cultural competence in first, second, and third year
professional DPT students attending a US public Midwestern university by using nonvalidated measurement tools. Upon completion of this study, Doherty et al. (2017)
recommended that future research conduct similar tests using validated instruments to
assess cultural competence and to solicit feedback from patients.
Measuring Cultural Competence
Specifically, Earley and Ang (2003) used Detterman and Sternberg’s (1986)
multiple loci of intelligence framework to build their conceptualization of CQ. The
cultural intelligence scale (CQS) is a 20-item inventory, which was developed and
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validated as a measurement of CQ across multiple cultures. The most current iteration of
the scale is referred to as the expanded cultural intelligence scale (ECQS) and is now a
37-item scale. Items on the scale are based on 11 sub-dimensions of the four factors of
CQ. Livermore (2015) states that there are two modes of assessment using this
instrument: self-reported assessment and peer-reported assessment. Both are reliable
across samples, time, and countries (Van Dyne et al., 2009). Using a series of questions,
this instrument generates a score per CQ factor; the average of all factors will provide an
estimated overall level of CQ (Livermore, 2015). Because cultural competence and
cultural intelligence are so closely linked, ECQS may be an appropriate tool to apply in
assessing cultural competence within students of physical therapist education programs.
Statement of the Research Problem
There have been minor improvements in health disparities in the US. Perez and
Luquis (2014) report that over the years, health outcomes have improved and life
expectancies have increased in the US. However, there is still a problem in healthcare in
the US. Perez and Luquis (2014) state that health status of the US will not reach optimum
levels if health disparities persist. Health disparities refer in part to an unequal quality of
healthcare or an imbalance in access to healthcare (US Department of Healthcare &
Agency for Healthcare Research and Quality, 2011; Vacarro & Huffman, 2012).
Moreover, these disparities are said to be preventable differences in the effects of disease,
injury, and violence as well as in the opportunities to achieve optimum health by minority
populations (Perez & Luquis, 2014).
The persistence of disparities with regards to quality of healthcare in the US has
negatively impacted marginalized groups including people of color, immigrants, women,
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and the LGBTQ communities according to White and Stubblefield-Tave (2017). Perez
and Luquis (2014) state that the US normalizes the experiences and perceptions of white
men; therefore, less is known about minority populations in mainstream culture. For
example, Subica, Agarwal, Sullivan, and Link (2017) state that most health data may
code participants into standard categories such as non-Hispanic white, Hispanic, African
American, and Asian American, but disregard the unique cultural experiences of invisible
groups such as Native Hawaiian and other Pacific Islanders as well as American Indians
and Alaska Natives. In addition to being blind to minority ethnic groups, gender bias
contributes to health disparities between men and women (White & Stubblefield-Tave,
2017). For example, doctors are more likely to believe that heart problems faced by
women are a result of psychological causes; whereas doctors will more likely believe that
heart problems experienced by men result from organic diseases (White & StubblefieldTave, 2017). Additionally, sexual minorities experience inferior healthcare in part from
conscious and unconscious bias (Copti, Shahriari, Wanek, & Fitzsimmons, 2016; White
& Stubblefield-Tave, 2017). When the healthcare providers are unaware of how to
effectively engage with and communicate with their patients, quality of care is
diminished, contributing to health disparities (Perez & Luquis, 2014; White &
Stubblefield-Tave, 2017).
Lack of cultural competency and ineffective communication skills by healthcare
professionals may have serious negative health outcomes (Vaccaro & Huffman, 2012;
White & Stubblefield-Tave, 2017). Doherty et al. (2017) suggest that healthcare
professional education programs are still in the process of discovering strategies to
successfully integrate cultural competence education into their respective curriculums.
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Perez and Luquis (2014) and White and Stubblefield-Tave (2017) suggest that healthcare
professionals must develop cultural competence in order to engage with diverse patients.
Various subsets of the health professions, such as physical therapy, include integrating
cultural competence education into healthcare professional education curricula as part of
accreditation (American Physical Therapy Association, 2015a). However, there is little
research available that will help professional physical therapist education programs
identify the best measurement tools to assess cultural competence teaching strategies and
to ensure they are graduating culturally competent physical therapists (Doherty et al.,
2017; Dupre & Goodgold, 2007).
Purpose Statement
The purpose of this exploratory concurrent mixed methods study is to describe
experiences that shape the factors of cultural intelligence (CQ) as perceived by students
of professional physical therapist education programs. In addition, it is the purpose of this
study to determine whether any particular factor of cultural intelligence influences one’s
overall cultural competence according to the cultural competence continuum by Cross et
al. (1989).
Research Questions
The following research questions guided the study:
1. What experiences impact the level of motivational cultural intelligence according
to students of professional physical therapist education programs?
2. What experiences impact the level of cognitive cultural intelligence according to
students of professional physical therapist education programs?
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3. What experiences impact the level of metacognitive cultural intelligence
according to students of professional physical therapist education programs?
4. What experiences impact the level of behavioral cultural intelligence according to
students of professional physical therapist education programs?
5. What is the impact of motivational cultural intelligence on the level of cultural
competence on the cultural competence continuum?
6. What is the impact of cognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
7. What is the impact of metacognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
8. What is the impact of behavioral cultural intelligence on the level of cultural
competence on the cultural competence continuum?
Significance of the Problem
The changing demographics of the US are continually diversifying and by 2050,
minority populations will account for approximately half the US population (U.S. Census
Bureau, 2015). In response to growing health disparities amongst minority populations,
the US Department of Health and Human Services made reduction of health disparities a
priority for the past three decades via the initiatives, Healthy People 2000, 2010, and
2020 (Fleary et al., 2018; Perez & Luquis 2014). A continuing overarching goal of the
Healthy People initiative is to “achieve health equity, eliminate disparities, and improve
the health of all groups” (U.S. Department of Health and Human Services, Office of
Disease Prevention and Health Promotion, 2010, p. 3). One of the newest goals of
Healthy People 2020, introduced in 2010, was to “create social and physical

16

environments that promote good health for all” (U.S. Department of Health and Human
Services, Office of Disease Prevention and Health Promotion, 2010, p. 3). White and
Stubblefield-Tave (2017) suggest that to deliver quality care for all requires expanding
the ways in which healthcare providers perceive and engage with their diverse patient
populations. Perez and Luquis (2014) suggest placing more focus on cultural competence
in healthcare professional education in order to improve the quality of health and
healthcare of these minority populations.
Government officials and researchers are pointing to the need for culturally
competent healthcare providers in order to improve the quality of healthcare for minority
populations. The U.S. Department of Health and Human Services and the Office of
Minority Health (2016) created the National Standards for Culturally and Linguistically
Appropriate Services in Health and Healthcare. The principal standard in which to
provide quality healthcare and to advance health equity according to the U.S. Department
of Health and Human Services and the Office of Minority Health (2016) is that healthcare
organizations shall, “provide effective, equitable, understandable and respectful quality
care and services that are responsive to diverse cultural health beliefs and practices,
preferred languages, health literacy and other communication needs” (para. 3). This
statement demonstrates the standard at which all healthcare professionals should be
operating and reinforces the statement made by Perez and Luquis (2014) that cultural
competence education is a necessity in all fields of healthcare.
Specific health professions are now also placing focus on cultural competence in
their respective licensure programs. For example, CAPTE, the accrediting body for all
US professional physical therapist education programs, states that cultural competence
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education is now a program requirement (Doherty et al., 2017). Copti et al. (2016)
highlight the need for cultural competence in physical therapy and cautions that some
physical therapists put little focus on patient identity because musculoskeletal systems are
alike regardless of identity. However, Copti et al. (2016) also state that social identities
and sociodemographic factors impact adaptive, physical, and psychosocial aspects of
one’s life, therefore illustrating the importance of cultural competence education even in
physical therapy.
Despite CAPTE requiring integration of cultural competence in professional
physical therapist education programs, there has been a scarceness of published research
related to effective cultural competence education strategies in professional physical
therapist education programs (Doherty et al., 2017). Strategies used to integrate cultural
competence include intentional admission of diverse student populations as well as
immersive clinical experiences offering students exposure to patients with various
diseases, disorders, and with diverse cultural groups (Romanello, 2007). Notably, there
are few validated tools that exist to specifically measure cultural competence in the
higher education settings and few studies exist which aim to compare the effectiveness of
cultural competence curricula within healthcare professional education programs
(Doherty et al., 2017). Gaining new knowledge in how to best assess cultural competence
education strategies in healthcare professional programs including professional physical
therapist education programs may provide healthcare organizations and professions with
a refined framework in which to design their curriculums to deliver improved quality
healthcare for diverse patient populations.
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Definitions
Cross-Cultural
This term refers to situations or settings “involving two or more cultures” (Moua,
2010, Location # 229).
Culture
Moua (2010) defines this term as “shared beliefs, values, and assumptions of a
group of people who learn from one another and teach to others that their behaviors,
attitudes, and perspectives are the correct ways to think, act, and feel” (Location # 219).
Cultural Competence
Cross et al. (1989) defines this term as “a set of congruent behaviors, attitudes,
and policies that come together in a system, agency, or among professionals and enable
that system, agency, or those professionals to work effectively in cross-cultural
situations” (p. 13).
Cultural Competence Continuum
This term refers to a six-level model of cultural competence presented as the
following sequential levels according to Cross et al. (1989): (a) cultural destructiveness,
(b) cultural incapacity, (c) cultural blindness, (d) cultural pre-competence, (e) cultural
competence, and (f) cultural proficiency.
Cultural deconstructiveness. This term refers to the level of the first and most
negative end of the cultural competence continuum; it is represented by the attitudes,
practices, and policies, which are destructive to cultures and the individuals within the
culture (Cross et al., 1989, p.14).
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Cultural incapacity. This term refers to the second level of the cultural
competence continuum. Additionally, it refers to a system or agency’s inability to help
minority clients or communities, which is indirectly destructive to cultures and
individuals within the culture (Cross et al., 1989).
Cultural blindness. This is the third level of the cultural competence continuum.
It reflects positive intentions, but makes the assumption that all people are the same and
that approaches used by the dominant culture are universally applicable (Cross et al.,
1989).
Cultural pre-competence. This term refers to the fourth level of the cultural
competence continuum. It is characterized by the system or agency’s recognition of its
weaknesses in serving minority populations and its attempts to improve aspects of their
services as a result (Cross et al., 1989).
Cultural competence. According to Cross et al. (1989), this term is the fifth level
of the cultural competence continuum; it refers to a system or agency’s acceptance and
respect for cultural differences, continuing self-assessment regarding culture, attention to
the dynamics of cultural differences, continuous expansion of cultural knowledge and
resources, as well as a variety of adaptations to policies and practices to better meet the
needs of minority populations.
Cultural proficiency. This term refers to the sixth level and most positive end of
the cultural competence continuum. According to Cross et al. (1989), it occurs when
systems or agencies hold culture in high esteem, advocate for cultural competence, and
seek to add to the body of knowledge on culturally competent care through research and
publications.
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Cultural Intelligence (CQ)
According to Ang et al. (2007), and as used in this stidy, this term means “an
individual's capability to function and manage effectively in culturally diverse settings”
and is “a multidimensional construct targeted at situations involving cross-cultural
interactions arising from differences in race, ethnicity and nationality” (p. 336). Cultural
intelligence is measured by a CQ scale (CQS) developed by Early and Ang (2003).
Behavioral CQ. This is one of the factors of CQ, which refers to one’s capability
to exhibit verbal and non-verbal behaviors that are appropriate to the culturally diverse
setting (Livermore, 2015; Van Dyne et al. 2009).
Cognitive CQ. This is one of the factors of CQ, which refers to one’s knowledge
of the differences and similarities across cultures (Livermore, 2015; Van Dyne et al.
2009).
Metacognitive CQ. This is one of the factors of CQ, which refers to one’s active
awareness during interactions with others from different cultural backgrounds
(Livermore, 2015; Van Dyne et al. 2009).
Motivational CQ. This is one of the factors of CQ, which refers to one’s level of
interest and confidence in functioning effectively in culturally diverse settings
(Livermore, 2015; Van Dyne et al. 2009).
Expanded cultural intelligence scale (ECQS). This term refers to a 37-item
inventory, which was developed and validated as a measurement of CQ across multiple
cultures. The ECQS measures four factors of CQ are motivational CQ, cognitive CQ,
metacognitive CQ, and behavioral CQ (Van Dyne et al., 2012).
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Healthcare Disparity
This term refers to the following:
Difference in a measurement of access to or quality of health care services
between an individual or group possessing a defined characteristic when other
variables have been controlled, such as individual health choices, disease courses,
and other variation from the normative measure. (Fink, 2009, p. 355)
Physical Therapist
This term refers to a licensed heath care professional. Specifically, the American
Physical Therapy Association (2015b) states that physical therapists are “highlyeducated, licensed healthcare professionals who can help patients reduce pain and
improve or restore mobility – in many cases without expensive surgery and often
reducing the need for long-term use of prescription medications and their side effects”
(para. 1).
Delimitations
According to Roberts (2010), delimitations are the factors controlled by a
researcher that may significantly affect a study. Delimitations may include the time of the
study, location of the study, sample of the study, and other aspects of a problem. The
present study was delimited to currently enrolled 2nd and 3rd year students of Chapman
University’s professional physical therapist education program, located in southern
California. There were 16 institutions offering the professional DPT in California
according to the Physical Therapist Centralized Application Service (2018) at the time of
this study. However, due to geographic constraints as well as the researcher’s limited
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ability to gain access to other institutions’ students, students at Chapman University’s
professional physical therapist education program were pursued.
Organization of the Study
This first chapter of this dissertation provides a background and introduction to
the fields of cultural competence and physical therapist education. Additionally, this
chapter served to reveal the significance and scope of this study. The following chapters
will review existing literature relevant to this study; methodology; research and findings;
as well as recommendations for further study.
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CHAPTER II: REVIEW OF THE LITERATURE
The purpose of this chapter is to discuss existing literature to create a narrative
that paints a need for future study on cultural competence in professional physical
therapist education programs. According to Perry (2012), preparation of professional
doctorate programs in education (Ed.D.) should transform practitioners into scholarly
practitioners, leaders who in part "use practical research and applied theories as tools for
change because they understand the importance of equity and social justice" (p. 43). As
this dissertation is the culmination of an Ed.D. program, it is meant to add to the body of
knowledge on leadership frameworks and practice while shining a light on issues of
equity and social justice. As such, this chapter begins with an overview of literature
which provides historical background of disparities in health and healthcare among
certain marginalized groups in the US.
Additionally, this chapter includes an overview of the present and projected
demographic states of the United States, as well as conceptualizations of culture. These
set the foundation for the underlying need for research and action in the area of cultural
competence in healthcare professions such as physical therapy. New knowledge in this
area may then be used to inform the development of cultural competence education and
interventions as well as the cultural competence within individuals. This is a necessary
component of leadership and organizational development. This chapter concludes with an
overview of conceptual frameworks of cultural competence and a review of relevant
research in the area of teaching cultural competence as well as measuring cultural
competence.
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Disparities in Health and Healthcare
Interest in research on disparities in health and healthcare exists across fields such
as medical sociology, public health, medicine, healthcare providers, and policymakers
especially within the US (Kronenfeld, 2016). Consequently, it is important to review
existing definitions of health disparities and healthcare disparities. Furthermore, it is
imperative to make a distinction between the two terms in order to bring clarity to the
scope of the current study. The phrase Health disparity was coined in the US around
1990 (Braveman, 2014). As a key phrase, it appeared in only one article in 1980 and
existed in less than 30 articles in the 1990s (Kronenfeld, 2016). Since then, consensus has
emerged that eliminating health disparities must be made a priority in health policy
(McGuire, Alegria, Cook, Wells, & Zaslavsky, 2006). The US Department of Health and
Human Services made reduction of health disparities a priority for the past three decades
through the initiatives, Healthy People 2000, 2010, and 2020 (Fleary et al., 2018; Perez
& Luquis 2014).
According to the US Department of Health and Human Services’ Office of
Disease Prevention and Health Promotion (2010), an ongoing goal of the Healthy People
initiative is to “achieve health equity, eliminate disparities, and improve the health of all
groups” (p. 3). Despite the call for eliminating disparities, previous literature has not
consistently used an explicit definition of disparities (Braveman, 2014; McGuire et al.,
2006). Braveman (2014) states that “ambiguity in definitions of these terms could lead to
misdirection of resources” (p. 5). Ultimately, the concept of disparities in health and
healthcare is complex, and a clearer conceptualization of disparities will help researchers
conduct more precise empirical measurements and help policymakers plan more
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strategically when allocating resources (Braveman, 2014). Moreover, the interchangeable
use of the terms health disparity and healthcare disparity in previous literature has led
researchers to further distinguish the conceptual and linguistic differences between each
in order to improve communication and further develop healthcare practices and theory
(Fink, 2009). Correspondingly, the following sections discuss health disparities and
healthcare disparities with greater attention brought to the latter because literature
indicates that healthcare disparities may lead to health disparities (Kronenfeld, 2016).
Defining Health Disparities
The term disparities, as described in health research, has evolved over time.
When the term health disparity was coined in the 1990s, it was intended to denote poorer
health among socially disadvantaged groups of people, expressly in the context of
race/ethnicity as well as socioeconomic status within any race/ethnic group (Braveman,
2014). In 2000, the National Institutes of Health supported the notion that health
disparities impact ethnic and racial minorities and added that they afflict other
underserved populations and exist within various geographic regions within the US.
Additionally, the National Institutes of Health (2000) stated that health disparities “apply
to a broad spectrum of disease types that encompass infectious diseases, vascular
diseases, endocrine diseases, arthritic diseases, connective tissue diseases, malignancies,
mental illness and others” (p. 12) thereby putting focus on the health outcomes within
individuals and groups.
In the years that shortly followed, McGuire et al. (2006) examined existing
definitions of disparities and suggested that disparity refer to “the unequal treatment of
patients on the basis of race or ethnicity, and sometimes on the basis of gender or other
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patient characteristics” (p. 1979). This is in contrast to previous conceptualizations of
disparities because it introduced the idea that the term may include how patients are
treated (i.e. their care received), which is in addition to the condition that negatively
impacted patients must be from marginalized groups based on race/ethnicity and/or
gender. According to Fink (2009), the terms health disparities and healthcare disparities
have been used interchangeably, but she argues that conceptually and linguistically, they
serve the research and public health communities in different ways because one refers to
the changes within the individual or group and the other is in reference to external factors
that impact changes within an individual or group. Accordingly, Fink (2009) put forth her
own operational definition of health disparity:
Difference in measurement of a health variable between an individual or a group
with specific defining characteristics disproportionate to a defined measure for
another individual or group when other variables have been controlled [genetics,
sociocultural beliefs and values, personal choice, and other variation from the
normative measure]. (Fink, 2009, p. 354)
This is an appropriate operational definition of health disparities as it calls attention to the
fact that each group shares specific characteristics, which is in line with other
conceptualizations of health disparities that may focus on groups such as race/ethnicity,
but also acknowledges the differences faced by other less recognized groups, such as
gender or sexual minorities and groups with various disabilities. A simpler definition of
health disparities by Perez and Luquis (2014) is “Differences in the incidence and
prevalence of health conditions and health status between groups based on race/ethnicity,
socioeconomic status, gender, disability status, or a combination of these factors” (p. 60).
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For the purposes of this current study, the latter definition by Perez and Luquis (2014)
will be adopted as the primary definition of health disparities as it is a current iteration
that adapts recent literature, has a focus on the health outcomes and takes into
consideration marginalized groups.
Defining Healthcare Disparities
A few years post-Fink (2009), literature continued to use the term health disparity
when referring to differences in the quality of care received as well as in the restrictions
on access to healthcare services. For instance, Vaccaro and Huffman (2012) state, “When
ethnic or racial groups receive, on average unequal health care or have an imbalance in
access to health care, they are considered to have health disparities” (p. 409). In this
example, health disparities are described as the quality and access of care rather than
conditions or outcomes in an individual’s or group’s health and behaviors. However,
more recent literature aims to differentiate quality and access to care from disparities in
health outcomes. For instance, the Agency for Healthcare Research and Quality [AHRQ]
(2016) makes the distinction between health disparities, quality of care, and access to
care in their National Healthcare Quality and Disparities Report.
With greater clarity around parameters that should be considered when identifying
what shall be considered a health disparity; researchers are equipped to make distinctions
between health disparities and healthcare disparities. Still, these terms are often
mentioned in context with one another. For example, Kronenfeld (2016) states that
healthcare disparities have potential to result in health disparities. In Kronenfeld’s (2016)
conceptualizations of disparities in health and healthcare, there may be a sequence in
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which each disparity occurs such that health care disparities may be considered a social
determinant of health.
The social determinants of health are common topics of discussion in public
health and healthcare research. This term refers to “the demographic and social factors
that underlie development of illness, access to medical care, adherence to treatment plans,
and outcomes” (Bergmark & Sedaghat, 2017, p. 187). Emlet (2016) adds that poor health
outcomes are exacerbated by interactions between individuals and their social as well as
physical environments. The World Health Organization [WHO] (2018) specifies that
social determinants of health include “the conditions in which people are born, grow,
live, work and as age,” and these are influenced by “the distribution of money, power,
and resources at global, national and local levels” (para. 1). Social determinants of health
also include, but are not limited to, poverty, level of educational attainment, racial
segregation and finally access to resources and care (Diehr, Jordan, Price, Sheu, &
Dake, 2017; Perez & Luquis, 2014). Access and care are operative terms in Fink’s (2009)
operational definition of healthcare disparity:
Difference in a measurement of access to or quality of health care services
between an individual or group possessing a defined characteristic when other
variables have been controlled, such as individual health choices, disease courses,
and other variation from the normative measure. (p. 355)
Kronenfeld (2016) acknowledges that within the US, healthcare disparity has been
frequently referenced as the differences in access and quality across racial and ethnic
groups, though there are other groups of interest from research and policy standpoints.
However, for the purposes of this current study, Fink’s (2009) operational definition will
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suffice as the focus is on areas to prepare future healthcare professionals to provide
greater access and quality care to all. The following sections bring attention to health
disparities and healthcare disparities as experienced by specific groups, though this may
not represent a comprehensive list of every marginalized group in the US.
US Demographic Shifts
The US has always been a country made of many different identities and cultures
(Conway-Klaassen & Maness, 2017). In fact, migration within the past century
contributes to the establishment of multicultural societies across the world (Gupta &
Bhugra, 2009). The US continues to increase its cultural diversity. By 2044, White
people will no longer represent the majority demographic of the US population and in
fact, it is projected by the US census bureau that no single ethnic group will be in the
majority (Conway-Klaassen & Maness, 2017). The U.S. Census Bureau (2015) projects
that by 2060, the number of foreign born individuals will increase to nearly one in five of
the nation’s total population. Additionally, by 2060 the US population will be comprised
of 56% non-White people compared to 2014’s 36% (Conway-Klaassen & Maness, 2017).
These changes are due partly to an increase in Asian American and Hispanic population
growth rates as well as a decline in the White population growth rate; the African
American population growth rate is predicted to see little change (Conway-Klaasen &
Maness, 2017). Furthermore, marginalized groups such as the racially and ethnically
diverse as well as new immigrants are more likely than native-born white counterparts to
live with lower socioeconomic status or in poverty (McGee & Claudio, 2018). This lower
socioeconomic status has an impact to how they live as well as how they are treated by
others and institutions in the US.
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Correspondingly, social norms of the US continue to change rapidly (ConwayKlaassen & Maness, 2017). Since the civil rights decision invalidating laws prohibiting
interracial marriage, the children resulting from these marriages have impacted the US
Census and the demographic composition of the population (Conway-Klassen & Maness,
2017). Specifically, this greater acceptance of mixed race couples will amount to a 225%
increase in the two or more races category in the US census by 2060 compared to 2000
(Conway-Klaasen & Maness, 2017). Additionally, the US is rapidly diversifying in areas
such as gender identity and other social constructs (Conway-Klaassen & Maness, 2017;
Gray, 2018). Recognition of Sexual and Gender Minorities [SGM] identities has
improved over time (Bolderston & Ralph, 2016). For example, tolerance of SGM has
seemingly increased after the US Supreme Court ruling in favor of same-sex marriage
(Conway-Klaassen & Maness, 2017).
In addition to trends in migration and changes in social norms, advancements in
technology have supported a convergence of national cultures and increased diversity all
around. Other types of diversity include variation in levels of education as well as
socioeconomic status (Gray, 2018). Through forces such as the spread of information
technology, online collaborative communities, and globalization, the world has flattened,
which has allowed Americans to experience a convergence of national cultures
(Friedman & Mandelbaum, 2012; Livermore, 2015; Moua, 2010). This convergence of
national cultures and increase in diversity within the US reflect a global community
(Moodian, 2009; Moua, 2010). A global community does not necessarily imply a singular
society or culture; instead, individuals are faced with more cross-cultural settings and
challenges than ever before (Livermore, 2015).
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These shifts in demographics and norms magnify the importance of addressing
disparities in health and healthcare (Hall & Guidry, 2013). The number of clients from
different cultural backgrounds with various health related attributes, healthcare needs,
expectations, and cultural practices increased in the US and in all other industrialized
countries (Cai, 2016). Conway-Klassen and Maness (2017) state that in spite of these
dramatic shifts in the composition of the US population, prejudice and discrimination
continue to exist and impact marginalized groups.
Race and Ethnicity
Though race and ethnicity are different, they are strongly connected and often
used concurrently in literature especially in discussions of disparities of health and
healthcare. Race refers to “the categorization of parts of a population based on physical
appearance due to particular historical social and political forces” (Perez & Luquis, 2014,
p. 25). Not only does race refer to categories based on physical human characteristics, but
it can be used as a classification system that assigns individuals and/or groups to
categories which are hierarchical (Giddens, 2018). In contrast, ethnicity pertains less to
physical appearances, and more to the shared values and norms within a group, which
could be comprised of, but are not limited to, a distinctive cultural identity, religion, and
language (Giddens, 2018; Perez & Luquis, 2014).
The Office of Management and Budget (OMB) issued Revisions to the Standards
for the Classification of Federal Data on Race and Ethnicity in 1997, which outlined
federally required minimum standards data related to race and ethnicity and are still used
by US institutions, including healthcare organizations today (Rodriguez-Lainz et al.,
2018). The five minimum racial categories as categorized by OMB (1997) are American
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Indian or Alaska Native; Asian; Black or African American; Native Hawaiian or other
Pacific Islander; and White. OMB (1997) states that the two minimum ethnic categories
are Hispanic or Latino; and Not Hispanic or Latino. These standards set by OMB are
accordingly used in Federal data collection, such as the decennial census, as well as in
household surveys, on administrative forms, and in medical/clinical research (National
Institutes of Health, 2015). This framework for collecting data on such minimal
conceptualizations of race and ethnicity is limiting in healthcare because it prevents
healthcare practitioners and policymakers from identifying and addressing disparities that
are specific to a more precise population of a racial or ethnic category (Rodriguez-Lainz
et al., 2018).
The U.S. Census Bureau (2015) projects that by 2044, more than half of all
Americans will be classified into a group other than non-Hispanic White. Racial and
ethnic minorities are more likely to receive lower quality healthcare than non-minorities
(White & Stubblefield-Tave, 2017). A study on healthcare disparities was requested US
congress through the Institute of Medicine (IOM) and revealed that “racial and ethnic
disparities in health care exist even when insurance status, income, age, and severity of
conditions are comparable” (Nelson, 2002, p. 666). This IOM study was published in
2002, yet racial and ethnic minorities are still experiencing health disparities in contrast
to the overall population despite decades of attention and investment in this area (Diehr et
al., 2017). Perez and Luquis (2014) state that disparities experienced by racial and ethnic
minority groups exist in outcomes such as diabetes, HIV, infant mortality, cardiovascular
disease as well as in access to cancer management and immunizations.
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In a study of health disparities amongst patients with diabetes, Vaccaro and
Huffman (2012) suggested that the frequency of advice reported as received by patients
may vary by race and ethnicity resulting from gaps in communication between the patient
and healthcare provider. Bias, stereotyping, and prejudice on the part of the healthcare
provider may contribute to disparities in healthcare amongst racial and ethnic groups
(Nelson, 2002; White & Stubblefield-Tave, 2017). By the same token, Diehr et al. (2017)
state that “racial and ethnic minority patients with racially concordant health providers
report more satisfactory healthcare experiences” (p. 13). Racial and ethnic minorities are
underrepresented in health professions and increasing their presence in this area has been
a critical priority in providing quality healthcare to underrepresented groups (Diehr et al.,
2017; Nelson, 2002).
Nativity
An immigrant is a “non-national who moves into a country for the purpose of
settlement.” (Perez & Luquis, 2014, p. 35). Nativity refers to whether a person is foreign
born (i.e. an immigrant); and it is not as frequently considered in studies of health and
health disparities in comparison to other minority groups (McGee & Claudio, 2017).
Nearly 14% of the US population are foreign born (Cohn & Caumont, 2016).
Additionally, 23% of children in the US live with a parent who is foreign born (McGee &
Claudio, 2017). Calvo and Hawkins (2015) add that, of these children from immigrant
families, the majority are also categorized as racial/ethnic minorities.
Some existing literature suggest that immigrants typically have better health
outcomes than those who are native born in the US; this is referred to as the healthy
immigrant effect (Covington-Ward, Agbermenu, & Matambanadzo, 2018; Miller,
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Robinson, & Cibula, 2016). McGee and Claudio (2018) posit that those who immigrate
are generally healthier than those who are unable to undergo the extensive travel
associated with migrating to another country, which may serve as an explanation for the
healthy immigrant effect. Interestingly, literature also acknowledges the impact that
residency has on immigrants’ health. Notably, longer lengths of US residence is
associated with a decline in overall health of immigrants (Garcia-Perez, 2016; RodriguezLainz et al., 2018).
Though the healthy immigrant effect places new immigrants at healthier levels,
they still display significant disparities in other areas when compared to the US-born
population, such as in infectious diseases and access to healthcare (Rodriguez-Lainz et
al., 2018). Somewhat unique to the immigrant population in the US are stressors
associated with travel and acculturation, which all contribute to negative health outcomes
(Covington-Ward et al., 2018; Morey, 2018; Perez & Luquis, 2014). During the process
of settling in a new country, immigrants must face stressors that include adapting to a
new society, language barriers, cultural differences and conflicts, poverty, and
unemployment (Covington-Ward et al., 2018). These stressors may be chronic and
sometimes affect immigrants at incredibly high levels which exceed the human capacity
to adapt; the state of facing such levels of chronic stress on immigrants is known as
Ulysses Syndrome (Perez & Luquis, 2014). Stress can cause “wear and tear on bodies,
leading to higher levels of chronic disease, risky health behaviors, and premature
mortality” (More, 2018, p. 461).
In addition to discussions of health outcomes, existing literature acknowledges the
low quality of healthcare received by the immigrant population in the US. A study by
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McGee and Claudio (2018) reported that immigrant parents were less likely than US
native born parents to report being satisfied with the quality of healthcare their children
received and concluded that immigrant children have the poorest healthcare access.
Lower satisfaction with quality of healthcare could be a result of perceived and actual
discrimination faced by immigrant patients (Misra & Hunte, 2016). This is markedly true
for immigrants who are also classified as racial minorities in the US in part because as
people of color, they are more easily differentiated from the dominant culture (i.e. white
Americans) and thus perceived to be foreign-born regardless of their nativity status
(Morey, 2018). In the current US political climate in which anti-immigrant rhetoric and
policies are regularly featured in news and media, immigrants within the US are
potentially reaching poor health outcomes as a result of the stress from this experiencing
discrimination (Morey, 2018).
In addition to discrimination, immigrants report lower satisfaction with quality of
healthcare due to poor communication and language barriers (Pih, Hirose, & Mao, 2012).
About 9% of the US population have limited English proficiency (Adepoju, Preston, &
Gonzalez, 2015; Rodriguez-Lainz et al., 2018). Limited English proficient parents report
lower levels of healthcare quality as compared to English speaking counterparts; this is
true even after adjusting for disparities in structural barriers to healthcare (Calvo &
Hawkins, 2015). Furthermore, language barriers are a major factor in determining
whether an immigrant seeks preventative healthcare (Calvo & Hawkins; 2015; Pih et al.,
2012).
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Socioeconomic Status and Poverty
Associated with racial and ethnic minorities as well as immigrants is low
socioeconomic status (McGee & Claudio, 2018). In existing literature covering the issue
of class and poverty rates in the US, people of color and immigrants are amongst the
poorest reported groups (McGee & Claudio, 2018; Price, Khubchandani, & Webb, 2018).
Poverty is:
a condition of insufficient resources for meeting basic needs of food, shelter,
and clothing” and socioeconomic status refers to “an individual's position in a
system of social stratification that differentially allocates the resources that
enable an individual to achieve health or other desired goals” (Perez & Luquis,
2014).
In the US, poverty is often conceptualized by income. The poverty threshold or
poverty line refers to the minimum income needed to meet basic human needs; this an
official measure determined by the government to identify individuals living in poverty
(Giddens, 2018). This poverty threshold is variable and changes from year to year. For
example, for a family of four in 2013, the annual household income identified as the
poverty threshold was under $24,000 and 15% of the US population fit this criteria
(Giddens, 2018). For a family of four in 2014, poverty threshold rose above $24,000 and
about 14.8% of the US population was categorized as living in poverty (Bernstein,
Rehkopf, Tuljapurkar, & Horvitz, 2018). For a family of four in 2016, the poverty
threshold was $24,563; in 2017 it was $25,283 (United States Census Bureau, 2018; see
Table 3).
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Table 3
US Poverty Thresholds by Size of Family Unit per Year
Size of
Family
Unit

2008

2009

2010

2011

2012

2013

2014

2015

2016

2017

One
Person
(Under
age 65)

$11,2
01

$11,1
61

$11,3
44

$11,7
02

$11,9
45

$12,1
19

$12,3
16

$12,3
31

$12,4
86

$12,7
52

Two
Persons
(Under
age 65)

$14,4
89

$14,4
39

$14,6
76

$15,1
39

$15,4
50

$15,6
79

$15,9
34

$15,3
91

$16,1
51

$16,4
14

$17,1
63

$17,0
98

$17,3
74

$17,9
16

$18,2
84

$18,5
52

$18,8
50

$18,8
71

$19,1
05

$19,1
73

$22,0
25

$21,9
54

$22,3
14

$23,0
21

$23,4
92

$23,8
34

$24,2
30

$24,2
57

$24,5
63

$25,2
83

Three
Persons

Four
Persons

Note: Family units represented here do not include related children under the age of 18.
Source: United States Census Bureau. (2018).

Krisberg (2016) reports that the US has seen its lowest rates of poverty since the
late 2000s when the US was enduring one of its greatest recessions in history.
Furthermore, from 2014 to 2015, the median household income rose approximately 5%,
which represents the US’ first substantial annual increase in median household income
since 2007 (Krisberg, 2016). Despite these positive figures, racial and ethnic minorities
within the US are disproportionately more likely to be poor or to live in poverty (Blank,
2009; Price et al., 2018). Though Krisberg (2016) reports that income levels increased
across the board by race/ethnicity, with the exception of Asians, Price et al. (2018) state
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that Blacks, Hispanics, and Asians appear below the poverty threshold in greater numbers
than do Whites. In 2016, poverty rates for race/ethnicity were as follows: “African
Americans [22%, 9.2 million], Hispanics [19.4%, 11.1 million], Asians [10.1%, 1.9
million], and Whites [8.8%, 17.3 million]” (Price et al., 2018, p. 171). Additionally,
children classified as Black, Hispanic, and American Indian/Alaska Native are three
times more likely to live in poverty compared to children classified as White or Asian
(Duffee, Kuo, & Gitterman, 2016). In general, about half of all young children in the US
currently live near or below the poverty threshold and about 37% of all children live in
poverty for a period during childhood (Duffee et al., 2016).
Low socioeconomic status and poverty are challenges for other groups as well.
“In 2010, immigrants made up 25.8%, or 11.9 million, of the 46.2 million people living
in poverty in the United States” (Giddens, 2018, p. 70). Poverty is also common amongst
persons with lower levels of educational attainment, persons living in female-headed
households, and persons with disabilities (Brucker, Mitra, Chaitoo, & Mauro, 2015).
Emlet (2016) adds that Sexual and Gender Minorities (SGM) who are older experience
economic disparities when compared to their heterosexual counterparts; and SGM
individuals aged 80 and above with HIV are particularly vulnerable to economic
disparities. Approximately 13% of the US population currently lives in poverty; this
equates to nearly 41 million people (Price et al., 2018). Many who live in poverty do not
earn a living wage, are unable to maintain a proper diet, exposed to dangerous
environmental conditions, and often live in neighborhoods characterized by high crime
rates (Giddens, 2018; Price et al., 2018).
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These conditions amount to disparities in health and healthcare. “People who live
in poverty are less healthy than those who are financially better off, regardless of whether
the benchmark is mortality, the prevalence of acute or chronic diseases, or mental health”
(Emlet, 2016, p. 18). Individuals and families living in poverty and those who experience
economic instability are likely to suffer from chronic diseases resulting from
vulnerability and social disadvantages (Bergmark & Sedaghat, 2017). These feelings of
vulnerability and actual social disadvantages are stressors, which, similarly to those faced
by immigrant populations, lead to long term wear-and-tear which leads to harmful health
behaviors and morbidities (Price et al., 2018). For instance, life expectancy for both
infants and adults are lower than the rest of the population if one is living around or
below the poverty level (Kastenbaum, 2012). Moreover, when analyzing the income
distribution in the US, research finds that the top 1% and the bottom 1% have a
difference in life expectancy of 10 years for women, and 15 years for men (Price et al.,
2018).
In addition to poor health outcomes, individuals living in poverty still face
challenges in receiving access and quality healthcare. The Patient Protection and
Affordable Care Act, perhaps known more widely as the Affordable Care Act or ACA,
permitted young adults (aged 19-25) to receive health insurance through their parent(s’)
or guardian(s’) health plan, which reduced the likelihood that young adults would skip
doctors’ visits due to cost (VanGarde, Yoon, Luck, & Mendez-Luck 2018). ACA also
permitted states to expand Medicaid coverage to individuals at or below the poverty
threshold (Adepoju et al., 2015; Wang & Trivedi, 2017). In 2016, California’s Medicaid
program increased enrollment from 7.6 million (before ACA) to 12.2 million towards the

40

end of 2016; this was the greatest growth in Medicaid coverage across all states in the US
(Wang & Trivedi, 2017). As of 2015, 4 million people gained health insurance, which is
reportedly the lowest uninsurance rate on record for the US (Krisberg, 2016). Notably,
ACA provides a promise of reducing disparities in health and healthcare by promoting
access to equitable and more efficient healthcare, but researchers have found that there is
still a wide difference in access and quality of healthcare (Adepoju et al., 2015).
The rate of uninsured poor children decreased by 70%, from approximately 29%
to 8% according to Duffee et al. (2016). “Children of the working poor [those without
paid sick leave] are less likely to receive healthcare, and when they do receive healthcare,
it is more likely to be of limited quality” (Price et al., 2018, p. 172). The challenge of
ACA is that newly insured populations may struggle with fully comprehending the
breadth healthcare options available to them, and some patients may be misinformed on
the effectiveness of preventative medicines, immunizations, and screenings (Adepoju et
al., 2015). Because poorer populations are comprised of groups that are already
marginalized based on other classifications (i.e. race/ethnicity, nativity status, and/or
limited English proficiency), healthcare providers and institutions face the challenge of
catering to the specialized needs of these newly insured groups that are becoming
increasingly diverse (Adepoju et al., 2015).
Sexual and Gender Minorities
One group that has arguably received little attention in comparison to other
marginalized groups is lesbian, gay, bisexual, transgender and other sexual and gender
minorities. In older literature related to healthcare for sexual minorities, focus centered on
patients who identified as either gay or lesbian (Bonvincini, 2017). However, in more
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current research, other sexual minorities as well as gender minorities have been included
concurrently in discussions of gay and lesbian health. Bonvincini (2017) states that
gender identity is distinct from sexual orientation. Gender is a social construct and as
such, does not expressly align to one’s sex assigned at birth; gender identity is therefore,
one’s sense of self as being either female or male (Perez & Luquis, 2014). In contrast,
sexual orientation refers to one’s behaviors, attitudes, and identity that reflect his/her
emotional and sexual attraction towards various genders (Perez & Luquis, 2014).
A common acronym used in recent literature to describe sexual and gender
minorities is LGBT; respectively for lesbian, gay, bisexual, and transgender (Bonvincini,
2017; Perez & Luquis, 2014). Lesbian is defined as a woman whose primary emotional
and sexual attraction is to other women (Bosse, Nesteby, & Randall 2015; Perez &
Luquis, 2014). Gay is a term that has primarily been used to refer to men who are
emotionally and sexually attracted to other men, but has been used in a lesser extent to
refer to women who are attracted to women [i.e. lesbians] (Perez & Luquis, 2014).
Bisexuals are individuals who are emotionally and sexually attracted to either men or
women (Bosse et al., 2015; Perez & Luquis, 2014). Transgender individuals are those
whose gender identities are not congruent with their biologically assigned sex at birth
(Bolderston & Ralph, 2016; Bonvincini, 2017; Perez & Luquis, 2014). Radix and Maingi
(2018) project that approximately 3.5% of the population is lesbian, gay, bisexual, and/or
transgender. Other studies project a higher portion of the population to be lesbian, gay,
bisexual and/or transgender. Perez and Luquis (2014) project that it may be 5% to 10% of
individuals who self-identify as lesbian, gay, bisexual or transgender and that transgender
individuals specifically may make up 0.3% of the population.

42

The expansion of nomenclature related to sexual and gender minorities has
become more broadly defined, with initials and symbols added to the LGBT acronym. In
particular, Q and I (Bonvincini, 2017; McCann & Brown, 2018). Q is for queer or
questioning (Bonvincini, 2017). Queer has historically been used as a slur against gender
non-conforming or non-heterosexual individuals, but has since been reclaimed by sexual
and gender minorities as a positive term of self-identification (Bonvincini, 2017; Perez &
Luquis, 2014). Bolderston and Ralph (2016) add that queer has been used as an umbrella
term for any sexual or gender minority group. Questioning refers to an individual who is
not yet certain of his/her gender identity or sexual orientation (Perez & Luquis, 2014). I is
for intersex, a person whose anatomy is not exclusively female or male (Bonvincini,
2017). Intersex individuals are not traditionally included in the LGBT community, which
is one reason why LGBT as an umbrella term for individuals who deviate from traditional
binary gender identities and heterosexual norms is not truly inclusive in the eyes of some
researchers (Shetty et al., 2017).
In fact, the popular acronym, LGBT, may unintentionally connote a single
population, however these individuals are comprised of a variety of sub-groups defined
by sexual orientation, gender identity, as well as other factors (Emlet, 2016). These other
factors may include race, ethnicity, class, religion, ability, as well as socioeconomic
status and it is important to acknowledge these other components to the individuals’
identities because there is a risk of a default representation of the community as being
only white and middle class (Bosse et al., 2015). Given the diversity within this
community, the National Institute of Health suggests the term Sexual and Gender
Minority (SGM) as an umbrella term to be inclusive of all individuals whose sexual
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orientation and/or gender identity is other than heterosexual and/or traditional
conceptualizations of the gender binary [i.e. male/female] (Shetty et al., 2016). As such,
the term SGM will be used throughout this dissertation in lieu of variations of LGBT.
Attitudes towards SGM people have evolved over the past few decades due to
advancements in human rights, as well as the decrease in criminalization and
medicalization of homosexuality (Bolderston & Ralph, 2016). For example, it was not
until 1973 that homosexuality was considered a mental illness by the American
Psychiatric Association (Bolderston & Ralph, 2016). Regardless of these reformed
perspectives in society and changes in actual legislation, SGM people still share
experiences of discrimination and stigmatization (Bolderston & Ralph; Bosse et al., 2015;
Ruben et al., 2017; Williams & Mann, 2017) as well as rejection, and increased risk for
violence (Bosse et al., 2015). Existing anti-SGM policies perpetuate heterosexist norms.
For instance, there are still 76 countries in the world in which homosexuality is illegal,
and in some areas, punishable by death (Bolderston & Ralph, 2016). Heterosexism is the
belief that everyone should be heterosexual (Bolderston & Ralph, 2016). In many
societies, heterosexuality is the accepted norm and there exists a sense of exclusion and
invalidation of sexual and gender minority experiences.
Experiences related to actual and perceived discrimination in healthcare settings,
can negatively impact one’s perceptions of their access to care and may lead SGM
individuals to avoid healthcare services or disclosure of gender identity and/or sexual
orientation. Doing so can lead to failure to receive adequate or necessary healthcare
measures. (Bolderston & Ralph, 2016; Radix & Maingi, 2018; Shetty et al., 2016).
Discrimination as well as rejection, stigma, internalized homophobia, and phobias related
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to each subpopulation of the community [i.e. biphobia, and transphobia] are stressors that
lead to disparities in health and healthcare (McCann & Brown, 2018; Radix & Maingi,
2018). SGM individuals experience greater disparities specifically in mental health as
well as physical health compared to their heterosexual counterparts (Emlet, 2016; Ruben
et al., 2017; Williams & Mann, 2017). Specific mental health issues include their higher
risk for depression and increased risk for suicide (Bosse et al., 2015; McCann & Brown,
2018). With regards to health behaviors, the SGM population is more likely to
excessively drink and/or smoke compared to their heterosexual counterparts (Emlet,
2016; McCann & Brown, 2018; Shetty et al., 2016). This behavior may subsequently lead
to higher frequency of chronic illness and cancer (Bosse et al., 2015). Additionally, fear
of poor treatment by healthcare professionals as well as homophobia may lead to
avoidance of healthcare issues and a decrease in the usage of healthcare services (Bosse
et al., 2015). Avoidance of primary care can lead to an increase in severity of injury or
illness, which may increase the cost or length of treatment (Bosse et al., 2015).
Internalized shame and stigma may lead SGM patients to create barriers in
communication with healthcare providers. Specifically, SGM individuals may withhold
their gender identity or sexual orientation from healthcare professionals, which may
prevent appropriate treatment from being administered (Bolderston & Ralph, 2016).
Regardless, healthcare systems and healthcare professionals are not adequately prepared
to facilitate open communication and disclosure with SGM patients. Studies have
reported inadequate training in the needs of the SGM population in healthcare
professional students (Radix & Maingi, 2018). Multiple studies reflect that approximately
33% of US medical schools report zero hours of SGM specific content in clinical settings

45

(Bonvincini, 2017; Shetty et al., 2016). Additionally, a 2011 survey demonstrated that
6.8% of medical schools report zero hours in SGM content in pre-clinical classroom
settings (Bonvincini, 2017).
SGMs continue to report negative experiences with healthcare professionals
including being confronted by homophobia and unequal healthcare treatments
(Bonvincini, 2017). In general, SGM people believe it is important for healthcare
professionals to be aware of their sexual orientation or gender identity, but many
healthcare professionals do not believe this information is relevant to health outcomes
(Bolderston & Ralph, 2016). On the contrary, SGM people experience more healthcare
disparities than do heterosexual, cisgender people (those who identify with the gender
assigned at birth); and they are more likely to report having unmet medical needs (Radix
& Maingi, 2018). Furthermore, SGM people have specific health needs which are
frequently overlooked by members of the healthcare system. (Bosse et al., 2015; McCann
& Brown, 2018). Specific health needs for this population include hepatitis and sexually
transmitted infections, which includes human immunodeficiency virus [HIV] (McCann &
Brown, 2018). SGM individuals “experience more cancers and appear to have worse
outcomes than the general population” (Radix & Maingi, 2018, p. 81). Barriers to
healthcare for SGM individuals include the fact that healthcare professionals are likely to
be unaware of these specific needs and thus lack the ability to provide competent care
(Bosse, et al., 2015). The benefit of disclosing gender identity and sexual orientation to
healthcare professionals are improved screenings for sexually transmitted infections,
psychological health outcomes, and vaccinations (Radix & Maingi, 2018).
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Culture
The convergence of cultures and diversity presents challenges across industries
and institutions in the US (Livermore, 2015). With the US’ changing demographics, it is
imperative that especially healthcare professionals are able to adapt to the needs of
diverse patients and their families, as well as colleagues in the healthcare system, and
beyond in order to provide better care and to reduce disparities (Conway-Klaassen &
Maness, 2017). The increasing diversification and complexity of the US in addition to
globalization fueled by technological advancements in transportation and communication
highlights the importance of what is referred to as cultural competence (Hudak, Carmack,
& Smith, 2018). Cultural competence is regarded as a key strategy to reduce disparities in
health and healthcare (Hudak et al., 2018; Radix & Maingi, 2018) as well as promoting
health equity (Radix & Maingi, 2018). Cai (2016) states that healthcare without cultural
competence negatively influences health outcomes, which could lead to fatal
consequences. Ultimately, cultural competence is essential in healthcare because in
industrial countries, cultural diversity is ubiquitous (Cai, 2016). Cultural competence is
ambiguous and difficult to define (Cai, 2016; Jongen, McCalman, & Bainbridge 2018).
Furthermore, the term has been used interchangeably with others such as cultural safety
and cross-cultural competence (Cai, 2016). It is difficult to grasp the concept of cultural
competence without first discussing the term, culture (Gray, 2018). This section will
review these existing frameworks and subsequently in greater detail, discuss themes that
have emerged upon review of the literature. Specifically, one will find that culture may
be conceptualized according to these following themes: as a group of common people; as
a system of symbols; as beliefs and knowledge; as learned behaviors; as a dynamic
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process that changes over time; and as a system of norms and sanctions. This section will
then conclude with definitions of culture.
Cultural Frameworks
Understanding culture is necessary in healthcare because it may potentially
impact one’s health-related beliefs, values, and behaviors (Hudak et al., 2018). Culture is
often used interchangeably with race or ethnicity, but it is much more than that (Cai,
2016; Gray, 2018; Sakauye, 2015; Vandenberg & Kalischuk, 2014). Culture itself is
complex (Pennington, 2016). Reeves-Ellington and Yammarino (2010) report that there
have been more than 250 definitions of culture recorded in research. A simple and
notable analogy according to Kluckhohn (as cited by Triandis & Suh, 2002) is that
“culture is to society what memory is to individuals” (p. 135). Frameworks to analyze
and differentiate cultures include those by Hofstede (2011), Triandis (2000), and ReevesEllington and Yammarino (2010; see Table 4. Through applications of such frameworks,
one may begin to understand what constitutes a norm in contrast from what is considered
deviant per culture.
Dimensions of culture by Hofstede. Hofstede’s cultural framework has evolved
over time. Initially conceptualized as four dimensions in 1980, as of 2010 it includes six
dimensions with the addition of Long-Term versus Short-Term Orientation and
Indulgence versus Restraint respectively (Hofstede, 2011). Power distance is a dimension
of culture that refers to the extent to which the less powerful individuals of the group
expect and accept that power is distributed unequally (Hofstede, 2011). Uncertainty
avoidance refers to the extent to which society tolerates ambiguity (Hofstede, 2011).
Individualism versus Collectivism refers to the degree at which individuals in the society
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expect to be integrated into groups (Hofstede, 2011). Masculinity versus Femininity
refers to the distribution of different values between genders (Hofstede, 2011). LongTerm versus Short-Term Orientation relates to a culture’s work ethic and use of time in
preparation for the future (Hofstede, 2011). Indulgence versus Restraint refers to how
strictly a society regulates feelings of gratification related to enjoying life by enforcing
social norms (Hofstede, 2011).
Table 4
Cultural Frameworks
Dimensions of Culture
(Hofstede, 2011)

Cultural
Syndromes
(Triandis, 2000)

The Cultural Ecosystem
and Enviroscapes
(Reeves-Ellington &
Yammarino, 2010)

Small Power Distance versus
Large Power Distance

Simple versus
Complex

Artifacts (enviroscapes:
climate and leadership)

Weak Uncertainty Avoidance
versus Strong Uncertainty
Avoidance

Tight versus Loose

Society (enviroscape:
knowledge)

Individualism versus
Collectivism

Collectivist versus
Individualist

Logic (enviroscapes: time
and values)

Vertical versus
Horizontal

Masculinity versus Femininity
Long-Term Orientation versus
Short-Term Orientation
Indulgence versus Restraint

Cultural syndromes by Triandis. According to Triandis (2000), cultural
syndromes are shared patterns of values, attitudes, beliefs, roles, norms, and selfdefinitions surrounding a theme. Some of the major cultural syndromes include, but are
not limited to, complexity (simple versus complex); tightness (tight versus loose);
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individualism versus collectivism; and vertical versus horizontal. Complexity refers to the
level of homogeneity that exists amongst members of the society with regards to
individuals’ beliefs and attitudes. Conformity is higher in simple cultures in contrast to
complex cultures (Triandis, 2000). Tightness refers to how many norms a culture has as
well as how strictly these norms are enforced (Triandis, 2000). Individualism and
Collectivism as a syndrome is similar to the dimension described by Hofstede. Triandis
(2000) states that this syndrome refers to how individuals place themselves in relation to
the group. For example, in individualist cultures members are perceived to be
independent of in-groups and in collectivist cultures members are perceived to be an
aspective of a collective group (Triandis, 2011). The syndrome of Vertical and
Horizontal is similar to Hofstede’s conceptualization of power dynamics. This syndrome
is related to whether a society accepts the concept of a hiererarchy and whether it
believes that the power should be skewed towards those at the top (Triandis, 2000).
The cultural ecosystem and enviroscapes by Reeves-Ellington and
Yammarino (2010). This framework is adapted by the work of other cultural researchers
including Triandis and Hofstede (Reeves-Ellington & Yammarino, 2010). Rather than
conceptualizing culture as comprised of standalone dimensions, the cultural ecosystem
conceptualizes culture as three intertwined elements of artifacts, society, and logic each
of which is made up of various enviroscapes (i.e. climate, leadership, knowledge, time,
and values; see Figure 2). Artifacts, or symbols, are visible manifestations of cultures that
convey information about the community (Reeves-Ellington & Yammarino, 2010).
Society represents the social structure that creates a group cohesion and awareness of
what constitutes acceptable interactions between members (Reeves-Ellington &
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Yammarino, 2010). Finally, logic refers to the process by which members interpret and
understand the actions of others (Reeves-Ellington & Yammarino, 2010).
Culture as a Group of Common People
“Group consensus defines culture” (Pennington, 2016, p. 1). Moodian (2009)
states that culture is experienced by a group of people in the same geographical space and
time. Furthermore, culture must be common and shared between two individuals at
minimum (Pennington, 2016). Vandenberg and Kalischuk (2014) add that belonging to a
specific culture may shape one’s relationships, social positioning and thus, access to
resources.
As previously stated, culture is often used interchangeably with race or ethnicity
(Cai, 2016; Gray, 2018; Sakauye, 2015; Vandenberg & Kalischuk, 2014). Hofstede
(2011) states that culture is also used in terms of nations. Hall (2013) adds that culture is
frequently conceptualized as large-scale group membership such as race, ethnicity, or
nationality, because these are commonly used group labels which lend well to convenient
cognitive referencing.
These large scale groupings are not sufficient to conceptualize culture. For
instance, nations may have multiple cultures even if the same language is shared
(Moodian, 2009). Culture is much more complex than one’s geographic region as there
may be subcultures within groups. Subcultures are sets of smaller societies that exist
within an overarching, dominant group (Reeves-Ellington & Yammarino, 2010). These
subcultures could be comprised of activity groups which are essentially other shared
affiliations (Reeves-Ellington & Yammarino, 2010), such as gender, generations, and
social class (Cai, 2016; Hofstede, 2011). Other variables such as age, education,
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socioeconomic status, religion, geographic region, and occupation, influence one’s
culture (Cai, 2016). Thus, cultural competence may also include factors related to areas
such as race, gender, and sexual orientation (Campbell-Heider et al., 2006) as well as
other topics in the vein of diversity and marginalization such as language, religious faiths,
or shared disabilities (Gray, 2018).
Culture as a System of Symbols
Individuals from larger group memberships such as racial/ethnic background, or
nationality may share the same culture because their identities are tied to how they
experience their environment and how they understand symbols (Perez & Luquis, 2014).
Symbols represent some idea or thing (Hall, 2013). The system of symbols helps people
make sense of their world (Giddens, 2018; Hall, 2013). “To share and learn thoughts and
feelings especially, culture requires a system of symbols” (Pennington, 2016, p. 11).
Though arbitrary, to individuals in the same geographical space and time, symbols can be
powerful in daily life because the meanings associated with them are agreed upon by the
people (Hall, 2013).
Language, both written and verbal, is a symbol of culture (Giddens, 2018; Hall,
2013; Pennington, 2016; Sakauye, 2015). Language creates structure; and “as complex as
language may be, it is only one system within a larger and far more complex system”
(Pennington, 2016, p. 2). Individuals within a culture understand various forms of
language through symbols, including facial expression, vocal tone, proximity, touch,
body movement, or posture (Pennington, 2016). Interestingly, society’s use of symbols,
especially those with strong emotional association, has the power to cause immense
difference in how members of a group experience their world (Hall, 2013).
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Culture as Beliefs and Knowledge
The meanings of symbols turn into shared knowledge (Triandis, 1989). In sharing
knowledge, members of a society are provided with a sense of stability because they may
revert to culture to explain phenomena (Pennington, 2016). Shared knowledge, or
common sense, can be used among members of the same culture to make decisions that
are not only appropriate, but effective, according to their social world (Hall, 2013). Thus,
through culture, people are made aware of norms such as what to wear, what to eat, how
to build relationships, and how to address one another (Hall, 2013).
According to Pennington (2016), culture creates a sense of stability through
prediction and explanation. Specifically, culture allows people to classify things, and
“specifies which things are capable of which actions and interactions” (Pennington, 2016,
p. 11). This ability to classify things in an order that recognizes patterns and predict
outcomes allows humans to develop a perception of what has worked. In fact, “culture
associates causes with effects or effects with causes, creating things as causative agents
when necessary” (Pennington, 2016, p. 11).
Culture includes what society perceives to have worked by experience such that it
is worth passing on to future generations (Triandis & Suh, 2002). What is subsequently
accepted as common sense allows members of a culture to expedite interactions between
individuals by substituting critical thinking for accepted norms and customs (Moodian,
2009; Triandis, 1989). Engaging in prescribed interactions based on shared knowledge,
norms, and customs within a community allow members to interact in ways that are
perceived to be good and normal (Reeves-Ellington & Yammarino, 2010). However, the
negative result of defaulting to one’s own cultural knowledge, or common sense, is that
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one may believe that his/her way of life is the best; therefore, culture socializes people to
become biased (Pennington, 2016) and ethnocentric (Moodian, 2009). This poses a
significant challenge in the US for healthcare providers who are of cultures that differ
from their patients and clients.
Culture as Learned Behaviors
Behaviors represent the visible component of cultural practices; and they may
differ across cultures even in similar environmental settings (Moodian, 2009). A wide
range of behaviors are not innate. Biological maturity can explain the acquisition of some
behaviors, but every adult does not acquire the same set of behaviors and therefore many
observers conclude that behaviors must be learned (Pennington, 2016). To outsiders,
behaviors are observable, but the reasoning behind such behaviors must be learned by
reflection and asking questions of people belonging to that particular culture (Moodian,
2009). “Learning is a process of recognizing repetition and replications of context”
(Pennington, 2016, p. 2). Additionally, Vandenberg and Kalischuk (2014) state that
“culture is described as embodied, experienced and made meaningful by the actions of
individuals within particular contexts” (p. 100). These contexts refer to one’s
environment and the variables related to a particular situation all of which contribute to
how an individual reacts and behaves due to how he/she perceives his/her environment.
Common behaviors, referred to as cultural practices, embody many years of
experience of what behaviors lead to expected and desirable outcomes; which leads
people to differences in behaviors that are odd or deviant (Moodian, 2009). Ultimately,
according to this view of culture as a set of learned behaviors, the purpose of culture is to
create a foundation for humans to have effective interactions with their environments and
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with others (Pennington, 2016). Sets of behaviors are thus common within cultures, but
may have variances across cultures. Behaviors that become cultural practices are adopted
and perpetuated because there is consensus that these behaviors work and lead to
desirable outcomes (Moodian, 2009). However, “what works leads people to believe that
their way is the best way, and thus all cultures socialize people to become ethnocentric”
(Moodian, 2009, p. 8).
Culture as a Dynamic Process That Changes Over Time
Recent literature supports conceptualizations of culture as a dynamic and complex
process as opposed to objective and stable groupings (Vandenberg & Kalischuk, 2014).
According to Matsumoto (as cited in Gray, 2018), culture is a dynamic system of explicit
and implicit rules which are established by groups to assure survival; these rules involve
attitudes, values, behaviors, norms, and beliefs that are shared by the group, and
communicated from generation to generation with potential to change over time. Triandis
(2011) has written about elements of culture, known as memes. Memes may include a
tune, a word, fashion, and ideas (Triandis, 2011). One feature of a meme is its capacity to
be replicated and culture evolves through the transmission of memes from generation to
generation (Triandis, 2011). As memes are passed down across generations, changes in
language, knowledge, and behaviors become manifestations of changes in culture.
Conversely, literature points to changes in ecology, history, and symbols as the cause of
for the evolution in culture over time.
Ecology refers to the terrain, climate, natural resources as well as flora and fauna
of a region; these are linked to an area’s maintenance system such as means of
production, settlement patterns, and social structures (Triandis & Suh, 2002). Climate, for
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instance, can influence the dress-code accepted by a society, which gives one a visible
clue as to the culture to which one belongs (Triandis & Suh, 2002). Additionally, events
in history have shaped culture (Moodian, 2009; Triandis & Suh, 2002). Specifically, they
have shaped how people behave and have impacted what people perceive to be normal
and just. Historical factors that must be considered include migrations, revolutions, wars,
as well as inventions (Triandis & Suh, 2002). Moreover, “the dynamic nature of symbols
means that communication practices, cultural norms and how we understand what is
ethical are not static” (Hall, 2013, p. 106).
Culture as a System of Norms and Sanctions
All of these frameworks allow one to distinguish behavior as either normal or
deviant. Triandis (as cited by Moodian, 2009) proposed that the mean of any behavior
may be considered the norm of a culture; and differences between cultures can be
analyzed by comparing these means. That is, behaviors that are displayed across cultures
can appear at varying levels and intensities. Additionally, the variance of a behavior can
be different across cultures (Moodian, 2009). In other words, a specific behavior appear
in smaller or larger dispersions compared to other cultures. Norms are rules of conduct
which provide a framework for appropriate behavior in a range of social situations; they
may encourage or forbid behaviors (Giddens, 2018). Moodian (2009) states that
conceptualizing culture as a set of norms allows researchers to identify which behaviors
are characteristic of the group versus the individual.
According to Ramsden (as cited in Gray, 2018), “Being a member of a culture
surrounds a person with a set of activities, values and experiences which are considered
to be real and normal. People evaluate and define members of other cultural groups
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according to their own norms” (p. 343). Hence, culture socializes individuals to be biased
(Moodian, 2009). Though cultural settings may influence one’s behaviors, each
individual still has some attributes that are unique to them that separate themselves from
others within the same culture (Giddens, 2018). Any observed behaviors that are deemed
not normal, are consequently perceived as strange or deviant.
Deviance. Deviance exists in contrast to norms. Deviance refers to behaviors that
do not conform to the normal pattern of behaviors and expectations upheld by a society
(Giddens, 2018; Pennington, 2016). Pennington (2016) adds that deviant patterns hold the
connotation of what should not be. Therefore, a manifestation of norms which aim to
thwart deviance are sanctions. More specifically, sanctions are modes of rewards to
encourage normative behavior and punishments to discourage deviant behavior (Giddens,
2018). Formal sanctions can be seen in the form of laws enforced by government
agencies (Giddens, 2018). Other sanctions include expressions of informal disapproval by
members of the majority against those labeled as deviant (Giddens, 2018).
Defining Culture
In 1939, Lynd (as cited by Pennington, 2016) defined culture as all of the things a
group of people do, the way they do things, the way they feel and think about things, as
well as the tools and symbols they use. The literature provides numerous like definitions
of culture. For example, Cai (2016) defines culture as “a specific individual or group’s
beliefs, values, norms, and lifeways that can be shared, learned, and transmitted; it
influences people’s thinking, decisions, and behaviors in their everyday life” (p. 269). In
similar fashion, Bolderston and Ralph (2016) state that culture is “thoughts,
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communications, actions, customs, beliefs, values and institutions of a particular social
group” (p. 210).
The three cultural frameworks presented in this chapter by Hofstede (2011),
Triandis (2000), and Reeves-Ellington and Yammarino (2010), were also associated with
definitions of culture. Hofstede (2011), a seminal researcher in the area of culture states
that culture is “the collective programming of the mind that distinguishes the members of
one group or category of people from others” (p. 3). Over the past few decades, Triandis
(2000) has written extensively on culture and its impact to the field of psychology.
Triandis (2000) states that culture is “a shared meaning system, found among those who
speak a particular language dialect, during a specific historic period, and in a definable
geographic region” (p. 146). Additionally, Reeves-Ellington and Yammarino (2010)
states that culture is “a community envirosystem comprising the five interactive
environments [enviroscapes] of climate, leadership, knowledge, ethos [values], and time
that provide community boundaries and energy” (p. 21).
Gray (2018) posits that because individuals can belong to different groups of
people categorized by characteristics such as language, gender, religion, and physical
ability, any individual is likely to belong to multiple cultures. Hofstede’s (2011)
definition of culture uses terms such as programming and does not acknowledge that
culture is dynamic and is shaped by the interactions between people who share the same
space and time. Triandis’ (2000) definition provides acknowledges culture as a system,
but its limitation is that culture is limited to a geographic region. With globalization and
migration being ubiquitous today, Triandis’ (2000) definition may need to be revised.
Reeves-Ellington and Yammarino (2010) provide a definition that is essentially a
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narrative of their cultural framework, the cultural ecosystem model. While the cultural
ecosystem model does frame components of culture as intertwined and interdependent,
the definition provided by Reeves-Ellington and Yammarino (2010) deemphasizes the
role of the individuals within society on shaping culture.
Cultural competence in the context of this current study relates to healthcare
professionals and how they engaged with people and with institution in cross-cultural
situations. Therefore, it was important for this study, to choose a definition of culture that
supported a narrative of interaction between humans. For that reason, the following
definition of culture by Moua (2009) will be used for the purpose of this current study:
“Shared beliefs, values, and assumptions of a group of people who learn from one
another and teach to others that their behaviors, attitudes, and perspectives are the correct
ways to think, act, and feel” (Location # 219).
Cultural Conflict
There are many different cultures and many different conceptualizations of
cultures (Moodian, 2009; Triandis & Suh, 2002). Individuals make assumptions about
who people are based on characteristics such as gender, ethnicity, age, or language due to
our perceptions shaped by culture (Gray, 2018). The differences in norms, customs, and
meanings of symbols, can be a source of conflict for individuals of different cultures
(Hall, 2013). Cultural distance, the differences between cultures, results in conflicts and
miscommunications (Triandis, 2000). Cultural distance is particularly prominent when
people do not speak the same language (Triandis, 2000). Differences in standards of
living as well as differences in religious faiths may also create cultural distance (Triandis,
2000). “An important consequence of being a member of a culture is that the world is
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divided into ‘us’ and ‘them’” (Gray, 2018, p. 344). Hence, potential for conflict exists in
cross-cultural settings.
Particular cultures with historically and socially constructed values may
sometimes marginalize groups labeled as different (Vandenberg & Kalischuk, 2014).
These inherent and unquestioned values subsequently have potential to negatively impact
minority populations including those classified by race, ethnicity, nativity, socioeconomic
status, sexuality, and gender identity. Marginalization in the US is in part perpetuated by
discriminatory legislation (Bolderston & Ralph; Bosse et al., 2015; Ruben et al., 2017;
Williams & Mann, 2017) as well as lengthy history of colonialism and imperialism which
contributes to the perspective that White/European is the norm to which all other groups
must be compared (Vandenberg & Kalischuk, 2014).
At this time, the US majority is comprised of non-Hispanic White people, but by
2044, they will no longer represent the majority demographic of the US population
(Conway-Klaassen & Maness, 2017). However, the history of the US has created a
culture that caters to White people. Burgos, Rivera, & Garcia. (2017) state that Whiteness
is assumed to be superior and good, while in contrast, the inferiority of people of color
and non-Westernized minorities remain unquestioned norms. In recent years, social
media and television have perpetuated the belief that minorities, immigrants, and others
outside of the majority demographic are to blame for the US’ problems (ConwayKlaassen & Maness, 2017). In contrast, advocates for healthcare are beginning to
understand the value of the changing demographic characteristics in the US instead of
expecting everyone adapt to the dominant culture (Conway-Klaassen & Maness, 2017).
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The Call for Cultural Competence
In order to be culturally competent one must consider complex social factors
including identity, heritage, religion, ethnicity, socialization, and culture (Hudak et al.,
2018). Cultural competence is related to the interactions of patients with the healthcare
system as well as with workers within that system; this includes healthcare professionals
and administrative staff. According to McCalman, Jongen, and Bainbridge (2017),
discriminatory treatment by healthcare professionals may contribute healthcare
disparities. A diverse workplace that promotes cultural competence may lead to a
welcoming environment, which can stimulate cooperation, increase productivity, and
improve quality of work (Conway-Klassen & Maness, 2017). In the healthcare system;
this leads to enhanced working relationships between healthcare providers and
administrative colleagues allowing them to operate in a constructive environment, putting
the patients’ needs first, which in turn promotes an environment of optimal healthcare
delivery (Conway-Klaassen & Maness, 2017).
Literature points to the need to provide patient and family centered care and to be
able to create individualized experiences that pertain to each patient (Hudak et al., 2018).
An individual’s cultural upbringing can affect how he/she navigates through the
healthcare system and how he/she interacts with healthcare professionals (ConwayKlaassen & Maness, 2017). Therefore, cultural competence is not only relevant for
healthcare providers to exercise with colleagues, it is especially important in interactions
with patients (Hudak et al., 2018; Montenery, Jones, Perry, Ross, Zoucha, 2013; Perez &
Luquis, 2014; Vandenberg & Kalischuk, 2014). It is imperative that healthcare
professionals who serve diverse populations be aware of their patients’ cultural
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backgrounds as well as their own abilities to engage in cross-cultural settings (Hudak et
al., 2018). It is especially important when there is a significant difference in culture
between the healthcare professional and patient (Sakauye, 2015). However, it is
important to note that every engagement between a patient and healthcare professional is
a cross-cultural interaction (Gray, 2018; Hudak et al., 2018). Hence, healthcare
professionals must exercise cultural competence with every individual, and not just those
who are obviously different (Gray, 2018). The higher the quality of the relationship
between healthcare professional and patient, the higher the level of the patient’s
satisfaction, which in turn may help to shrink the gap in disparities in health and
healthcare (Hudak et al., 2018).
Cultural Competence in Healthcare
According to Drevdahl (2018), the concept of cultural competence may be applied
to individuals as well as organizations. Ruben et al. (2017) add that cultural competence
spans other forms of diversity outside of just race/ethnicity, including physical ability and
social class. Understanding culture is essential to providing quality healthcare because a
person’s culture can impact his/her perceptions of health and illness, where medical
attention is sought, and the overall healing process (Roberts, Warda, Garbutt, & Curry,
2014). However, the focus of cultural competence in healthcare is not necessarily to build
knowledge of diverse cultures. Rather, it is to create healthcare professionals who are
able to make improvements to healthcare systems and processes that are appropriate for
diverse patient populations (Hudak et al., 2018). As such, cultural competence also takes
into consideration the importance of social forces that impact patient’s health behaviors
and beliefs to design effective interventions as well as to ensure high quality delivery of
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healthcare to diverse patients (Ruben et al., 2017). This is especially important today
because the diversity of cultural backgrounds and needs amongst the patient population in
the US has increased; therefore, cultural competence is highly expected in the field of
healthcare (Cai, 2016).
Improving cultural competence in healthcare professionals and healthcare systems
is necessary because there is no single approach to providing healthcare which fits the
needs of all people and all populations (Jongen, McCalman, & Bainbridge, 2017). It is
critical for healthcare professionals to cultivate their skills in cultural competence as a
regard for the differences among individual patients and may facilitate positive health
outcomes (Hayward, 2014) and in order to eliminate barriers to healthcare (Bolderston &
Ralph, 2016; Bonvincini, 2017). In fact, a prominently accepted hypothesis amongst
scholars is that providing cultural competence training to healthcare professionals can
lead to a decrease in healthcare disparities faced by minorities (Aggarwal, Cedeño,
Guarnaccia, Kleinman, & Lewis-Fernández 2016; Roberts et al., 2014) and promotes
health equity (Radix & Maingi, 2018). McCalman et al. (2017) add that cultural
competence combats healthcare disparities by emphasizing the importance of providing
healthcare services that meet clients’ communication, social, and cultural needs.
Cultural competence in healthcare settings is a process which acknowledges
perspectives of both the healthcare professional and the patients while recognizing their
cross-cultural differences in order to adapt to the needs of the current healthcare situation
(Gray, 2018; Hudak et al., 2018). Moreover, cultural competence implies that standards,
policies, practices, and attitudes in the healthcare system are informed by patients’ views,
beliefs, and personal values (Suk, Oh, & Im, 2018). Healthcare professionals must
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respect patients’ rights to hold their own view, yet where there is disagreement, dialogue
between the healthcare provider and patient must occur in order to determine how best to
move forward (Gray, 2018). Essentially, cultural competence impacts health outcomes by
fostering positive relationships between individuals and their healthcare providers (Suk et
al., 2018). Being aware as well as respectful of the needs and beliefs of patients allows
healthcare providers to foster an environment that is optimal for the delivery of
healthcare (Conway-Klaassen & Maness, 2017).
Conceptual Frameworks for Cultural Competence
In order to serve a community, clientele base, or patients who come from diverse
cultural backgrounds, the literature overwhelming points to the application of cultural
competence. Roberts et al. (2014) posit that cultural competence was conceptualized in
order to specifically prepare healthcare professionals to provide care to a culturally
diverse population and to help eliminate health disparities. The term, cultural
competence, was first used in 1989 by Cross et al. in their work, Toward a Culturally
Competent System of Care (Cai, 2016). Initially, cultural competence aimed to address
the impact of linguistic and cultural barriers during interpersonal encounters between
clients and healthcare professionals (McCalman et al., 2017). Today, cultural competence
spans a broader spectrum of diversity, vulnerability, and marginalization due to factors of
race, ethnicity physical ability and social class (Ruben et al., 2017) as well as age, sexual
orientation, and gender (Campbell-Heider et al., 2006).
Scholars acknowledge that cultural competence has been widely discussed. Other
terms have been used especially in the context of healthcare, which include cultural
competency, cultural humility, cultural safety, cultural sensitivity, as well as cultural
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awareness (Drevdahl, 2018). Cultural Intelligence (CQ) also refers to one’s capability to
interact effectively across cultures (Thomas & Inkson, 2004). As such, positioning CQ in
the context of preparing healthcare professionals to operate in cross-cultural settings is
appropriate.
Furthermore, cultural competence has been depicted as an ongoing process (Cai,
2016; Montenery et al., 2013). Conway-Klaasen and Maness (2017) posit that cultural
competence is a life-long growth process. Some models of cultural competence portray
cultural competence as a process that occurs on a continuum (Montenery et al., 2013).
Ultimately, there have been several prominent models related to engaging with others in
cross-cultural situations. These include “Leninger’s (1978) Grand Theory of Cultural
Care Diversity and Universality, Purnell and Paulanka’s (1998) Model for Cultural
Competence, Giger and Davidhizar’s (2004) Transcultural Assessment Model, and
Campinha-Bacote’s (1998) Model of Cultural Competence” (Vandenberg & Kalischuk,
2014, p. 100). The common thread in these models and theories according to Gray and
Thomas (as cited in Vandenberg & Kalischuk, 2014) is to encourage the development of
cultural knowledge, experiences, and skills. Similarly, Earley and Ang’s (2003) Cultural
Intelligence (CQ) is a framework that can be used to enhance one's capability to function
effectively where settings are culturally diverse. With roots in management and
leadership research (Livermore, 2015), CQ’s application in research related to healthcare
professionals and healthcare settings is emerging (Balascio, 2017; Ladan, Atefe, Mahna,
& Hakime 2017). As such, CQ is worth further exploration and serves as one of the two
conceptual frameworks that inform this present study and its research questions. In
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addition to CQ, the original model by Cross et al. (1989) will be another primary
conceptual framework which shapes this present study.
The Cultural Competence Continuum by Cross et al. (1989)
In a simplistic sense, cultural is an adjective referring to things related to culture
and competence refers to one’s ability to perform a job (Cai, 2016). When the term was
first conceptualized by Cross et al. (1989), it referred to the “acceptance and respect for
difference, continuing self-assessment regarding culture, vigilance towards the dynamics
of differences, ongoing expansion of cultural knowledge and resources, and adaptations
to services in healthcare” (p. 13). Furthermore, Cross et al. (1989) defined cultural
competence as “a set of congruent behaviors, attitudes, and policies that come together in
a system, agency, or among professionals and enable that system, agency, or those
professionals to work effectively in cross-cultural situations” (p. 13). The cultural
competence continuum was selected as one of the primary conceptual frameworks in this
study because it was developed in consideration for serving minority patient populations.
Moreover, it has since been adopted and adapted by healthcare systems and agencies
including the physical therapy profession. As such, the present study will consider
cultural competence amongst students in professional physical therapist education
programs. Cross et al. (1989) state that the cultural competence continuum presents six
levels of cultural competence as sequential levels: (a) cultural destructiveness, (b) cultural
incapacity, (c) cultural blindness, (d) cultural pre-competence, (e) cultural competence,
and (f) cultural proficiency (see Figure 1).
Cultural destructiveness represents the least culturally competent an organization
can be, and refers to an actively destructive policies and practices toward minority
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cultures and consequently, the people who identify with such cultures (Cross et al.,
1989). On the other end of the continuum is cultural proficiency, which refers to an
agency that holds culture in high regard and seeks to create new knowledge on cultural
competent practices through continuous research (Cross et al., 1989). Initially developed
by Cross et al. (1989) in the context of assessing the cultural competence of organizations
and systems, other scholars have adapted the cultural competence continuum so that it
may be applied to individuals [i.e. healthcare professionals] (Dupre & Goodgold, 2007).
For the purposes of this current study the cultural competence continuum was applied in
the assessment of the cultural competence levels within individuals. Table 5 illustrates
the definitions of each level of the cultural competence continuum as applied by Dupre
and Goodgold (2007) in their study of cultural competence amongst US students in a
professional physical therapist education program.
Table 5
Levels of Cultural Competence
Level

Name

Definition

1

Cultural
Destructive
ness

•
•

Purposefully destructs culture
Dehumanizes or sub-humanizes minority clients

2

Cultural
Incapacity

•
•

Holds paternal posture toward "lesser" races
Believes in the supremacy of the dominant culture

3

Cultural
Blindness

•
•

Holds philosophy of being unbiased
Believes that helping approaches traditionally used by the
dominant culture are universally applicable
Behaviors reflect a well-intended liberal philosophy
Ignores cultural strengths, encourages assimilation, and blames
the victim for their problems
Views differences from the cultural deprivation model which
asserts that problems are the result of inadequate cultural
resources
(continued)

•
•
•
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Level

Name

4

Cultural
PreCompetenc
e

Definition
•
•
•
•

Realizes own weakness in serving minorities and attempts to
improve some aspect of service
Desires to deliver quality services by asking "What can we do?"
Has begun the process of becoming culturally competent, but
lacks information on what is possible and how to proceed
Has a false sense of accomplishment or of failure that prevents
the person from moving forward along the continuum

5

Cultural
Competenc
e

•
•

Engages in continuous self-assessment
Focuses attention on the dynamics of difference, continuously
increases cultural knowledge, and implements a variety of
adaptations to service models

6

Cultural
Proficiency

•
•

Holds culture in high esteem
Conducts research, develops new therapeutic approaches;
publishes, and disseminates

Source: Dupre & Goodgold, 2007
The Four Factors of Cultural Intelligence (CQ)
The term cultural intelligence (CQ) was coined by Earley and Ang (2003) with
roots in research on multiple intelligences and is more prominent in management and
leadership research. Building off Detterman and Sternberg’s (1986) multiple loci of
intelligence framework, Ang et al. (2007) defined CQ as “an individual's capability to
function and manage effectively in culturally diverse settings” (p. 336). As such, cultural
intelligence is a component of cultural competence, but focuses on individuals rather than
organizations. Thomas and Inkson (2004) state that in its broadest sense, CQ is one’s
capability to interact effectively with people from other cultures. CQ complements other
recent conceptualizations of intelligence such as social intelligence, emotional
intelligence (Thomas & Inkson, 2004), general mental ability [IQ] and practical
intelligence (Van Dyne et al., 2012). Livermore (2015) states that CQ is distinct from
other forms of intelligence because it has practical applications across various cultures.
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In the vein of other forms of contemporary conceptualizations of intelligence, CQ
explains how one adapts to his/her environment; in this case, it addresses how one adapts
to diversity and cross-cultural interactions (Moodian, 2009). Additionally, similar to
other forms of intelligence, CQ is comprised of multiple dimensions and sub-dimensions.
Van Dyne et al. (2012) state that CQ is constructed of four factors (i.e. metacognitive,
cognitive, motivational, and behavioral) as well as eleven sub dimensions (see Table 6).
Motivational CQ. According to Van Dyne et al. (2012), motivational CQ is one’s
ability to focus energy and attention toward learning functioning in as well as learning
about situations which are characterized by differences in culture. Essentially, it refers to
one’s level of interest and confidence in functioning effectively in culturally diverse
settings (Livermore, 2015; Van Dyne et al. 2009). In order to be successful in crosscultural settings, one must have high levels of self-efficacy and interest in settings that
are novel or unfamiliar (Moodian, 2009). Self-efficacy, intrinsic interest, and extrinsic
interests are the sub dimensions of motivational CQ (Van Dyne et al., 2012). Livermore
(2015) states that ultimately, motivational CQ relates to one’s ability to be self-reflective
and honest about bias so that he/she may recognize and respect the differences in others
during cross-cultural interactions.
The three subdimensions of motivational CQ are intrinsic interest, extrinsic
interest, and self-efficacy (Livermore, 2015; Van Dyne et al., 2012). Intrinsic interest
refers to finding inherent satisfaction in culturally diverse experiences (Van Dyne et al.,
2012). These are self-generated and not dependent on the situation or on others (Van
Dyne et al., 2012). Extrinsic interest refers to the tangible, personal benefits one receives
from being in culturally diverse settings (Livermore, 2015; Van Dyne et al., 2012).
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Examples of extrinsic interests include a sense of increased employability or
opportunities for career advancement due to having experience or demonstrated success
in intercultural employment assignments (Van Dyne et al., 2012). These act as incentives
for individuals to persevere in challenging cross-cultural situations (Van Dyne et al.,
2012). Self-efficacy refers to one’s confidence in their ability to be effective in when
completing tasks in a cross-cultural environment (Livermore, 2015).
Table 6
The Four Factors and Sub-Dimensions of Cultural Intelligence
Factors of CQ

Sub-Dimensions

Motivational CQ

•
•
•

Intrinsic interest
Extrinsic interest
Self-efficacy to adjust

Cognitive CQ

•
•

Culture-general knowledge
Context-specific knowledge

Metacognitive CQ

•
•
•

Planning
Awareness
Checking

Behavioral CQ

•
•
•

Verbal behavior
Non-verbal behavior
Speech acts

Note. Use of these items and scale is granted to academic researchers for research
purposes only. For information on using the items and scale for purposes other than
academic research (e.g., consultants and non-academic organizations), please send an
email to cquery@culturalq.com. © Cultural Intelligence Center, 2011. Used by
permission of the Cultural Intelligence Center, LLC.
Cognitive CQ. Cognitive CQ refers to one’s knowledge of the differences and
similarities across cultures (Livermore, 2015; Van Dyne et al. 2009). Earley, Ang, and
Tan (2006) state that this factor can be conceptualized in its most simplistic sense as an
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elaborate list of dos and don’ts per culture. High levels of cognitive CQ may be
characterized by one’s knowledge of various elements of culture, such as norms,
practices, institutions, and conventions of different cultural settings (Van Dyne et al.,
2012). Understanding these elements of culture leads individuals to appreciate how
patterns of behavior and interactions are shaped within respective cultures as well as why
these patterns of behavior and interactions may differ across cultures.
The subdimensions of cognitive CQ are culture-general knowledge as well as
context-specific knowledge. Culture-general knowledge refers to the understanding of the
various elements of culture such that an individual recognizes how cultures can
potentially differ from one another (Van Dyne et al., 2012). Livermore (2015) describes
this as the systems of culture; or the ways in which societies organize themselves in order
to meet the population’s basic needs. Culture-general knowledge can be objective or
subjective. Cultural systems include politics, economy, religion, language, and
communication styles [i.e. indirect vs. direct communication] (Van Dyne et al., 2012).
Cultural-general knowledge also includes psychological features of cultures that are less
visible, such as norms, values, beliefs, and assumptions shared by individuals within a
culture (Van Dyne et al., 2012). Complementary to culture-general knowledge, contextspecific knowledge refers to the procedural knowledge of how to be effective in specific
cultures and subcultures.
Metacognitive CQ. Metacognitive CQ refers to one’s active awareness during
interactions with others from different cultural backgrounds (Livermore, 2015; Van Dyne
et al. 2009). Van Dyne et al. (2012) state that this factor of CQ relates to higher level
cognitive strategies for developing heuristics for effective social interaction in cross-

71

cultural settings. Livermore (2015) states that metacognitive CQ is one’s ability to
strategize and prepare for cross-cultural interactions.
The three subdimensions of metacognitive CQ are planning, awareness, and
checking. Planning refers to taking time to prepare in advance of a cross-cultural
encounter (Livermore, 2015). It includes thinking about long-term and short-term
objectives as well as developing action plans to be used in specific cultural contexts (Van
Dyne et al., 2012). While planning revolves around anticipatory actions, awareness refers
to the real-time understanding of how culture influences the thinking and behavioral
patterns of self and of others in cross-cultural interactions (Van Dyne et al., 2012).
Checking is the monitoring of one’s interactions to determine if one’s plans and
expectations were appropriate (Livermore, 2015). It involves questioning one’s
assumptions and adjusting thought processes based on new cross-cultural experiences
(Van Dyne et al., 2012).
Behavioral CQ. Behavioral CQ refers to one’s capability to exhibit verbal and
non-verbal behaviors that are appropriate to the culturally diverse setting (Livermore,
2015; Van Dyne et al. 2009). Earley et al. (2006) state that a high level of behavioral CQ
is characterized by one’s ability to regulate adapt one’s actions when interacting with
individuals from different cultures. As such, a person with high behavioral CQ is likely
equipped with a wide range of verbal and non-verbal expressions (Early, Ang, & Tan,
2006). Van Dyne et al. (2012) state that the ability to enact such a wide variety of
expressions allows one to minimize others’ misperceptions and misattributions.
The subdimensions of behavioral CQ include verbal behavior, non-verbal
behavior, and speech acts. Verbal behavior refers to the flexibility in one’s vocalization

72

patterns, such as accent and tone (Van Dyne et al., 2012). Livermore (2015) states that
tones and volumes in one’s vocalizations can communicate differing meanings depending
on the cultural context. Non-verbal behavior refers to messages that are transferred
through body language, gestures, and facial expressions (Van Dyne et al., 2012).
Examples in body contact, eye contact, and physical proximity between individuals
during conversation (Van Dyne et al., 2012). Speech acts refer to the manner in which
types of messages are communicated across cultures; specifically how to appropriately
express the following according to cultural standards: Requests, apologies, disagreement,
invitations, gratitude, and saying no (Van Dyne et al., 2012).
Physical Therapy
CQ is applicable in various settings, including healthcare, according to Livermore
(2015). However, there have been few studies utilizing CQ in cultural competence
healthcare administration healthcare delivery (Balascio, 2017; Ladan et al., 2017). At the
time of this study there were no studies utilizing CQ as a framework for assessing
cultural competence physical therapist education. As a relatively emerging concept, Van
Dyne, Ang, and Koh (2012) state that further research must be done to fine-tune action
plans aimed at enhancing one’s CQ. Hence, this present study adds knowledge to this
emerging conceptualization of intelligence and cultural competence.
In contrast, the American Physical Therapy Association [APTA] (2014)
references the other conceptual framework that lays the foundation for this study. The
cultural competence continuum by Cross et al. (1989) is used in the APTA’s Blueprint
for Teaching Cultural Competence in Physical Therapy Education. This blueprint
outlines goals as well as content that must be integrated as part of a professional physical
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therapist education program (American Physical Therapy Association, 2014). Through
these guidelines, professional physical therapist education programs know what to teach,
but little is known regarding how to teach it (Doherty et al., 2017, Dupre & Goodgold,
2007; Paparella-Pitzel et al., 2016). Compared to other healthcare professional
preparation programs, physical therapy falls behind with regards to cultural competence
education (Dupre & Goodgold, 2007).
Physical Therapist Demographic Composition
Adding to the challenge of fine tuning methods to teach cultural competence in
professional physical therapist education programs is the lack of diversity amongst
practitioners. Minority racial and ethnic groups are vastly underrepresented in the
physical therapy profession (Romanello, 2007). As of 2011, the American Physical
Therapy Association membership data showed that, of 72,211 members, only 13% of
licensed physical therapists belong to a minority group (Hayward, 2014). Thirty percent
of the total US population is comprised of Hispanic/Latino, African American, American
Indian/Alaskan Native, and Hawaiian/Pacific Islanders, yet these groups make up only
9.1% of the US physical therapist population (Nuciforo, 2015). Furthermore, of students
enrolled in professional physical therapist education programs, from 2010 to 2012, only
15% were minorities (Nuciforo, 2015).
According to Perez and Luquis (2014), even though the US is becoming more
ethnically diverse, the dominant culture caters to white people. This is exemplified by the
fact that both practitioner/clinician diversity as well as cultural competence education
remains a challenge in healthcare professions, including physical therapy. The absence of
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minority representation in the physical therapy profession is a clear challenge to public
health and health disparities (Nuciforo, 2015).
Professional Physical Therapist Education Programs
The American Physical Therapy Association (2018) states that to practice
physical therapy in the US, an individual must (a) earn a physical therapist degree from a
professional physical therapist education program that is accredited by the Commission
on Accreditation of Physical Therapy Education (CAPTE) as well as (b) pass a state
licensure examination. Additionally, the US presently only offers the Doctor of Physical
Therapy (DPT) degree, though there are practicing physical therapists in the US today
with either a Master of Physical Therapy or Master of Science in Physical Therapy.
These master’s level degree options are no longer offered to any new students in the
physical therapy field according to the American Physical Therapy Association (2018).
While most professional DPT degree programs in the US require a bachelor’s degree for
admission, there are some accredited programs designed to allow freshmen entry
(American Physical Therapy Association, 2018). The length of a professional DPT
program is traditionally 3 years where 80% of the curriculum is comprised of classroom
(didactic) and lab study and 20% is in clinical education (American Physical Therapy
Association, 2018).
Teaching Cultural Competence
Cultural competence training is required across various healthcare professional
preparation programs including, but not limited to, those for medical doctors in all
specialties; psychiatry; psychologists; social workers (Aggarwal et al., 2016) as well as
nursing (Perez & Luquis, 2014; Vandenberg & Kalischuk, 2014) and physical therapy
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(Doherty et al., 2017). In fact, integration of cultural competence education is now a
requirement for professional physical therapist education programs by the Commission
on Accreditation of Physical Therapy Education. This is resulting in part from the
American Physical Therapy Association’s [APTA] (n.d.) aim to reduce health disparities
through a focus on improving quality care to minority patients. The APTA (n.d.) code of
ethics for physical therapists says that “physical therapists shall provide physical therapy
services with compassionate and caring behaviors that incorporate the individual and
cultural differences of patients/clients” (p. 1). Despite declaration of need for cultural
competence education by this accrediting agency, there has been paucity in published
research related to effective cultural competence education strategies in professional
physical therapist education programs (Doherty et al., 2017).
Cultural Competence Education in Other Healthcare Professions
Culturally competent care is prominent in academic research relating to the field
of nursing. As such, existing literature in the area of teaching cultural competence exists
in the context of nursing programs. In this context, Roberts et al. (2014) report that some
of the approaches to teaching cultural competence include (a) culturally immersive
experiences, (b) a single class or practicum dedicated to the concept of cultural
competence, (c) integration of cultural competence training throughout an entire
curriculum, (d) computerized scenarios, and (e) clinical scenarios that involve interactive
simulations. Though these strategies have been reported in nursing programs; they may
potentially applied across other healthcare professional programs.
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Paparella-Pitzel et al. (2016) found that,
A well-planned curriculum that introduces [cultural competence], delivered by
faculty who are comfortable with the topics and trained to foster a safe
environment while managing discussion conflict, can have a long-lasting
effective, even with only a single interactive 2-hr class that includes opportunities
for student reflection. (p. 145)
In a study of cultural competence in a family nurse practitioner curriculum, CampbellHeider et al. (2006) found that immersion of students in clinical practice settings with a
highly diverse patient population is the best educational strategy to foster positive
development related to cultural competence. In contrast, some scholars bring attention to
the idea that practicing competencies on real patients may be unethical due to issues of
patient safety (Mitchell, Fioravanti, Founds, Hoffman, & Libman 2010). Simulation,
therefore, is an alternative method that may be used to provide healthcare professionals
and students with opportunities to practice such competences (Drevdahl, 2018; Mitchell
et al., 2010)
Cultural Competence Education in Physical Therapist Education Programs
Across professional physical therapist education programs, Paparella-Pitzel et al.
(2016) found that the timing of cultural competence education varied by program.
Romanello (2007) indicates that professional physical therapist education programs may
incorporate cultural competence education by admitting a diverse student population as
well as providing students with immersive clinical experiences that offer opportunities to
work with multiple diseases, disorders, and diverse cultural groups. Cultural competence
can also be improved through continual contact with diverse patient populations (Hudak
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et al., 2018) as well as through international experiences (Hayward, 2014; Vandenberg &
Kalischuk, 2014). “Students report that international experiences encourage them to gain
insight about ethnocentrism and recognize the differences that exist within different
social environments” (Vandenberg & Kalischuk, 2014, p. 101). Furthermore, PaparellaPitzel et al. (2016) state that interactive group sessions and panel presentations have been
utilized in professional physical therapist education programs to enhance cultural
competence.
There is a lack of agreement amongst scholars regarding effective approaches to
teaching cultural competence; further, there is a lack of academic research in this area
(Roberts et al., 2014). Paparella-Pitzel et al. (2016) add that methods of teaching cultural
competence as well as measuring the outcomes of such methods are only now beginning
to emerge. With regards to physical therapist education programs, Doherty et al. (2017)
report that programs have the freedom to design their curriculum to meet cultural
competence education accreditation criteria, but there is no consensus in the field as to
the best tool to measure cultural competence, which makes it difficult to identify the best
approaches to teach cultural competence. Doherty et al. (2017) conducted a pilot study,
which aimed to identify the self-perceived levels of cultural competence in first, second,
and third year professional DPT students attending a US public Midwestern university by
using non-validated measurement tools. Upon completion of this study, Doherty et al.
(2017) recommended that future research conduct similar tests using validated
instruments to assess cultural competence.
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Measuring Cultural Competence
What is equally important to building opportunities to experience cultures into
curriculum is being able to assess the learning outcomes of such experiences (Hayward,
2014). The efficacy of curriculum may be determined by pre- and post- education
measures of cultural competence (Paparella-Pitzel et al., 2016). As such, scholars are
calling for additional research with improved cultural competence measurement tools in
order to add to the body of knowledge to demonstrate the true impact of cultural
competence on health outcomes (Jongen et al., 2017).
Self-efficacy checklists may be used as a means to quantify cultural competence;
this approach has been used in fields such as medicine, dentistry, psychiatric
rehabilitation and mental health, nursing and physical therapy (Paparella-Pitzel et al.,
2016). Presently used cultural competence measurement tools include the Inventory for
Assessing the Process of Cultural competence Among Health Care Professionals-Revised
and the Transcultural Self-Efficacy Tool. While these tools have been used extensively in
healthcare settings, a relatively newer measurement tool, the Expanded Cultural
Intelligence Scale, will be discussed and utilized in this present study though it has been
more notably used in management and leadership research in the past.
The Inventory for Assessing the Process of Cultural Competence among Health
Care Professionals-Revised (IAPCC-R)
The IAPCC-R is a tool used to measure cultural competence across educators,
students, and healthcare clinicians (Paparella-Pitzel et al., 2016). This is a self-reporting
instrument via pencil and paper (Gallagher & Polanin, 2015). Developed by CampinhaBacote in 1998 and subsequently revised in 2003, the IAPCC-R is measures each one of
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the cultural constructs according to Campinha-Bacote’s Model of Cultural Competence:
Desire, awareness, knowledge, encounters, and skill (Perez & Luquis, 2014). At the end
of the assessment, the individual sums up his/her scores from these five constructs to
determine his/her overall level of cultural competence where a higher score represents a
higher level of cultural competence (Perez & Luquis, 2014 see Figure 2).
Culturally

Culturally

Culturally

Culturally

Incompetent

Aware

Competent

Proficient

25-50

51-74

75-90

91-100

Figure 2. Levels of cultural competence.
The Transcultural Self Efficacy Tool (TSET)
Initially constructed by Jeffreys and Smodlaka in 1996, the TSET was based on
literature related to transcultural nursing as well as the concept of self-efficacy (Jeffreys
& Smodlaka, 1999). The TSET is a diagnostic tool used to measure and evaluate
students' confidence in performing general transcultural nursing skills with diverse
patient populations (Gallagher & Polanin, 2015; Jeffreys & Smodlaka, 1999). The
instrument is an 83-item questionnaire, which divided transcultural nursing skills into
three subscales: Cognitive [25 items]; practical [28 items]; and affective [30 items]
(Jeffreys & Smodlaka, 1999).
Expanded Cultural Intelligence Scale (ECQS)
Cultural Intelligence has relevance across multiple disciplines and has mostly
been applied to research in business and management, but has also been applied in fields
such as healthcare (Livermore, 2015). Furthermore, CQ goes beyond simply
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accumulating knowledge of various cultures. In fact, CQ focuses on developing one’s
skills, understanding, and behaviors to make sense of the many cultures one encounters
daily (Livermore, 2015). The skills needed to demonstrate high levels of CQ can be
learned and developed (Livermore, 2015; MacNab, 2012). Livermore (2011) states that
the first step in creating a plan to develop CQ is to assess CQ.
The complementary tool used to assess levels of CQ is the expanded cultural
intelligence scale (ECQS). Originally developed as a 20-item scale [CQS] used to assess
each of the four factors of CQ [i.e. motivational CQ, cognitive CQ, metacognitive CQ,
and behavioral CQ] (Livermore, 2015; Van Dyne et al., 2009), subdimensions of each
CQ factor were later refined by Van-Dyne et al. (2012) and used as the foundation of the
ECQS. The original scale, CQS, was found to be generalizable across samples, time, and
countries (Van Dyne et al., 2009).
Through a series of questions, an individual will receive four scores, one for each
CQ factor; the average of which is the estimated level of overall CQ (Livermore, 2015).
There are two methods to assess CQ, the self-reported assessment and the peer-reported
assessment. Van Dyne et al. (2012) state that existing research supports the validity of
both the self-reported and peer-reported versions. Most of the current CQ theory and
empirical research relied on the 20-item CQS, but Van Dyne et al. (2012) have called for
more scholars to use the more recent iteration of the scale, the ECQS. Similar to the CQS,
ECQS provides individuals with four different scores representing the levels of the CQ
factors and can be averaged for an overall score, but it is different because it is built upon
the recently conceptualized subdimensions of the four factors of CQ [i.e. intrinsic
interest, extrinsic interest, self-efficacy to adjust, culture-general knowledge, context
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specific knowledge, planning, awareness, checking, verbal behavior, non-verbal
behavior, and speech acts] (Cultural Intelligence Center, 2011). For the purposes of this
current study, the self-reported ECQS assessment was used, which is comprised of a 37items (see Appendix A).
Summary
This chapter provided a review of existing literature essential to this present
study. A major tenet of an Ed.D. program is to highlight issues of equity and social
justice. As such, this chapter first and foremost addressed disparities in health and
healthcare in the US. Secondly, this chapter recognized specific demographic shifts in the
US. Specifically, acknowledging the increase in diversity as well as the disparities faced
by particular minority groups categorized by race/ethnicity, nativity, socioeconomic
status, as well as sexual and gender minority status. Subsequently, this chapter
synthesized various conceptualizations of culture, reviewed definitions of culture, and
discussed cultural conflict. This set the foundation for the need for cultural competence in
healthcare. This chapter then provided an extensive overview of the two primary
conceptual frameworks that inform this present study: (a) the cultural competence
continuum by Cross et al. (1989) and (b) the four factors of cultural intelligence (CQ) by
Earley and Ang (2003). Furthermore, this chapter demonstrated the need for cultural
competence in the field of physical therapy and professional physical therapist education
programs. Finally, the chapter reviewed existing research in the areas of teaching cultural
competence as well as measuring cultural competence. The present study aims to
contribute knowledge in the area of teaching and measuring cultural competence.
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CHAPTER III: METHODOLOGY
This study aimed to analyze cultural competence in the context of preparing
healthcare professionals with intent of contributing practical solutions to decrease
healthcare disparities amongst minority populations. As such, this study used the
professional physical therapist education programs as the background to conduct further
research. Specifically, this study can contribute to the knowledge on best practices to
teach cultural competence as well as how to measure cultural competence.
This chapter provides an overview of the research methods and processed utilized
in this present study on cultural competence. First, this chapter reviews the purpose
statement and research questions. Then, it presents an overview of the research design.
Subsequently, this chapter identifies the target population and sampling methods that
were used in this current study. Furthermore, this chapter provides a discussion of the
instrumentation used as well as its validity and reliability. Additionally, this chapter
provides an outline of the methods used to collect and analyst data. Lastly, limitations of
the study are identified.
Purpose Statement
The purpose of this exploratory concurrent mixed methods study was to describe
experiences that shape the factors of cultural intelligence (CQ) as perceived by students
of professional physical therapist education programs. In addition, it was the purpose of
this study to determine whether any particular factor of cultural intelligence influenced
one’s overall cultural competence according to the cultural competence continuum by
Cross et al. (1989).
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Research Questions
The following research questions guided the study:
1. What experiences impact the level of motivational cultural intelligence according
to students of professional physical therapist education programs?
2. What experiences impact the level of cognitive cultural intelligence according to
students of professional physical therapist education programs?
3. What experiences impact the level of metacognitive cultural intelligence
according to students of professional physical therapist education programs?
4. What experiences impact the level of behavioral cultural intelligence according to
students of professional physical therapist education programs?
5. What is the impact of motivational cultural intelligence on the level of cultural
competence on the cultural competence continuum?
6. What is the impact of cognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
7. What is the impact of metacognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
8. What is the impact of behavioral cultural intelligence on the level of cultural
competence on the cultural competence continuum?
Research Design
This present study used an exploratory concurrent mixed methods research
design. According to Patton (2014), there are limitations to every research methodology;
as such there is value in using more than one method (i.e. mixed methods). Specifically,
this study combined qualitative methods and quantitative methods to describe
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experiences that shape the factors of cultural intelligence as perceived by students of
professional physical therapist education programs in Southern California.
The research design for this current study was adapted from research originally
conducted by Dupre and Goodgold (2007) that aimed to assess cultural competence in
students in professional physical therapist education programs. Dupre and Goodgold
(2007) designed an open ended questionnaire to assess students’ levels of cultural
competence, specifically integrating questions that prompted respondents to share the
following in relation to an international clinical education experience: experiences that
were frustrating; experiences that were rewarding; and how they adjusted their healthcare
practice when serving the international population. The full questionnaire used by Dupre
and Goodgold (2007) was not used in the current study. However, some of the questions
in the questionnaire by Dupre and Goodgold (2007) were used in this present study.
Specifically, open-ended questions were integrated into the current study’s research
instrument that prompted participants to describe the following: Experiences that were
frustrating; experiences that were rewarding; and how they adjusted their healthcare
practice when serving the international population.
In Dupre and Goodgold’s (2007) study, the responses were coded into thematic
categories and based on attitudes, behaviors, and beliefs demonstrated, the respondents
were categorized into one of the six levels of the cultural competence continuum (i.e.
cultural destructiveness, cultural incapacity, cultural blindness, cultural pre-competence,
cultural competence, and cultural proficiency). This present study aimed to do just that.
However, additional open-ended questions were incorporated, which aligned specifically
to the four factors of cultural intelligence (CQ). The responses were used to not only
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contribute to the researcher’s ability to categorize participants into levels on the cultural
competence continuum, but these also revealed experiences that were perceived by the
students of the professional physical therapist education program to enhance specific
factors of CQ (i.e. motivational CQ, cognitive CQ, metacognitive CQ, and behavioral
CQ).
Mixed methods approach was appropriate for this study because some research
questions were open-ended and others were seeking to collect numerical measurements in
the form of scores of each factor of CQ. A single pencil and paper questionnaire that
integrated open ended questions, Likert based questions, as well as the ECQS selfassessment served as the instrument (see Appendix A). Because there is disagreement
amongst scholars regarding the best ways to teach cultural competence in healthcare
professional programs, in particular professional physical therapy education programs
(Doherty et al., 2017, Dupre & Goodgold, 2007; Paparella-Pitzel et al., 2016), focus must
first be placed on tools for measuring cultural competence. The application of CQ and
ECQS in research specifically targeting healthcare professional education programs and
healthcare clinical settings is still and only now beginning to emerge (Balascio, 2017;
Ladan et al., 2017). As such, using multiple types of research methods, including
assessments such as the ECQS self-assessment, is useful especially in triangulating data
to inform best practices in cultural competence education.
Population
According to McMillan and Schumacher (2010), population is defined as “a
group of elements or cases, whether individuals, objects, or events, that conform to
specific criteria and to which we intend to generalize the results of the research” (p. 129).
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The population for this study was all current students from professional physical therapist
education programs in the US. According to the Commission on Accreditation in
Physical Therapy Education [CAPTE] (2018a) there were 259 accredited and developing
physical therapist education programs in the US as of 2018.
The number of individuals earning doctorates in physical therapy has increased
since 2003 (5,158 graduates), while the number of projected graduates in 2019 is
projected to be close to 10,721 by CAPTE (2018b). As of 2017, there were 32,417
students enrolled in professional physical therapist education programs in the US
(CAPTE, 2018b). In 2017, there were more females [20,393 students] than males [12,437
students] enrolled in professional physical therapist education programs according to
CAPTE (2018b). Approximately 23.9% of students enrolled in professional physical
therapist education programs in 2017 were classified as minority (CAPTE, 2018b). The
percentage of minority students enrolled in professional physical therapist education
programs in the US has increased minimally over time (see Table 7).
Table 7
Percentage of Students Enrolled in Professional Physical Therapist Education Programs
by Race/Ethnicity

Race/Ethnicity

2015-2016
N=31,426

2016-2017
N=31,380

2017-2018
N = 32,417

African American

3

3.03

3.26

American
Indian/Alaskan
Native

.41

.52

.43

6.84

7.36

8.21

77.5

77.10

75.9

Asian/Pacific
Islander
Caucasian
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(continued)

Race/Ethnicity

2015-2016
N=31,426

2016-2017
N=31,380

2017-2018
N = 32,417

Hispanic/Latino

4.4

5.75

6.29

.39

.38

.32

2.1

2.7

2.42

4.1

3.16

3.07

Native
Hawaiian/Other
Pacific Islander
Other
Unknown

Source: Commission on Accreditation in Physical Therapy Education (2018b)
Target Population
According to McMillan and Schumacher (2010), the target population of a study
is the group to which the findings are intended to be generalized. Additionally, the target
population is the set of individuals chosen from the overall population for which data
collected from a study will be used to make inferences. In the present study, the target
population was students who were enrolled in their second or third year of one of the 16
professional physical therapist education programs in California. As such, the findings of
this study are generalizable to students in professional physical therapist education
programs in California. According to the Physical Therapist Centralized Application
Service [PTCAS] (2018), these 16 programs are available across the state at private and
public institutions. Of these programs, 6 of them are offered through public institutions
[i.e. California State University, Fresno; California State University, Long Beach;
California State University, Northridge; California State University, Sacramento; San
Diego State University; and University of California, San Francisco with San Francisco
State University]. A single professional physical therapist education program is offered
jointly via collaboration between the University of California, San Francisco and San
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Francisco State University (PTCAS, 2018). The remaining 10 are offered at private
institutions [i.e. Azusa Pacific University; Chapman University; Loma Linda University;
Mount Saint Mary’s University; Samuel Merritt University; University of Southern
California; University of St. Augustine for Health Sciences; University of the Pacific;
West Coast University; and Western University of Health Sciences] (PTCAS, 2018).
According to the American Physical Therapist Association (2018), a professional
physical therapist education program is typically 3 years in length. For the present study,
the researcher took into consideration that students in professional physical therapist
education programs would likely have more opportunities for cross-cultural interactions
and intentional cultural competence preparation as they progress through their respective
programs. Consequently, the present study was mostly interested in students who were
enrolled in their second or third year of the professional physical therapist education
program. Additionally, it was not feasible to take into account student attrition rates per
program because that information is not readily accessible to the public. Therefore, the
number of individuals within the target population, 1,728 (N), is an approximation. This
number was determined based on anticipated annual enrollments per professional
physical therapist education program according to the Physical Therapist Centralized
Application Service (2018, see Appendix B).The Physical Therapist Centralized
Application System (2018) allows prospective students to use one application to apply to
one or more participating professional physical therapist education programs. Some
institutions do not participate in PTCAS, meaning prospective students must apply
directly to the program rather than through PTCAS. This is the case for one California
institution, San Diego State University. Using PTCAS and a direct review of San Diego
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State University’s admissions process (San Diego State University, 2018), the researcher
as well as prospective students may compare and contrast California programs’
prerequisite requirements.
One will find many similarities across minimum admissions requirements with
few variations. The majority of California professional physical therapist education
programs require prerequisite coursework in areas such as anatomy, physiology, biology,
chemistry, physics, statistics, and human behavioral science. Appendix C presents a
comprehensive distribution of course requirements per program. Other admissions
requirements that are common across physical therapist programs include completion of
the Graduate Record Examinations (GRE), a minimum number of observation hours, and
letters of reference (see Appendix D).
The Commission on Accreditation in Physical Therapy Education (CAPTE)
accredits all of these institutions’ programs. CAPTE is the only accrediting agency,
which is recognized by the Council for Higher Education Accreditation as well as the US
Department of Education to accredit professional physical therapist education programs;
it has been the only institution to accredit physical therapy programs since 1983 (CAPTE,
2018c). In order to be accredited by CAPTE, the professional physical therapist education
program must meet minimum quality standards. According to CAPTE (2018d), the
system of accreditation “assures the educational institution or program meets a defined
set of quality standards, but it does not compare institutions and programs against others”
(para. 5). One standard in place by CAPTE includes the requirement to integrate cultural
competence education into the professional physical therapist education curricula
(American Physical Therapy Association, 2015a). Therefore, all institutions in California
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offering accredited professional physical therapist education programs will have
integrated various strategies to improve cultural competence amongst its students.
Sample Population
The sample is a group of study participants who are selected from the target
population from which the researcher intends to generalize findings. Patton (2014)
describes sample as the subset of the target population representing the whole population.
Sampling is the process of selecting a “group of individuals from whom data are
collected” (McMillan & Schumacher, 2010, p. 129). When research methodology is
strictly quantitative, the sample will often be randomly selected, but because the present
study utilized mixed methods, the sample population for this study was criteria-based.
Specifically, purposeful sampling was used for this study in both its qualitative and
quantitative approaches. Through purposive, sampling researchers can learn a great deal
about central issues associated with the purpose of the study (Patton, 2014). McMillan
and Schumacher (2010) state that purposeful sampling refers to process of selecting “a
sample that is representative of the population or that includes subjects with needed
characteristics” (p. 138).
Participants selected for this study were current students enrolled in the
professional physical therapist education program at Chapman University in Southern
California. This particular institution was pursued for this present study due to its
accessibility to and geographic proximity from the researcher. The researcher was
formerly employed by Chapman University’s Department of Physical Therapy. As such,
the researcher was able to successfully outreach to appropriate administrative personnel
to gain access to the sample population in order to conduct this study.
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Chapman University’s admissions requirements are comparable to other
institutions’ in California. For example, Chapman does require anatomy, physiology,
biology, chemistry, physics, statistics and a human behavioral science course prior to
enrollment into the program. Other programs in California require additional courses and
others require less. Additionally, Chapman University does require hours of observation
in a physical therapist clinical setting just as other California professional physical
therapist education programs. Hours of required physical therapist observation range
from 40 hours to 200 hours across California programs according to PTCAS (2018).
Chapman University is on the low end of that range requiring 40 hours (PTCAS, 2018).
Moreover, most of the professional physical therapist education programs offered
in California require submission of the GRE as an admissions requirement. There is
however, one program in California that does not require the GRE; that is offered through
Loma Linda University (PTCAS, 2018). Chapman University does require the
submission of the GRE for admission to its professional physical therapist education
program (PTCAS, 2018). Another common admissions requirement is submission of
letter(s) of reference. Most professional physical therapist education programs in
California require two or three letters of reference as an admissions requirement.
However, Chapman University is the only institution that does not require any letters of
reference. With the exception of the letters of reference, there are many areas with
regards to Chapman University’s admissions standards that align with the majority of
other California professional physical therapist education programs. Therefore, there is
some standardization of the type of student entering professional physical therapist
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education programs in California. Where Chapman University differs in its admissions
criteria may be a limitation within this present study.
Chapman University’s (n.d.) professional physical therapist education program is
a 3-year program and admits two cohorts per year, 32 students in the summer and 48
students in the fall as has been the case since 2016. The sample used for this study
included students who were admitted to Chapman University’s program from 2016 to
2017. According to Chapman University (n.d.), the curriculum, in the first year of the
program includes primarily didactic courses in which content is focused in areas other
than cultural competence. The second year of the professional physical therapist
education curriculum includes, service learning, clinical experiences, as well as a course
entitled Cultural Diversity and Psychology in Healthcare (Chapman University, n.d.).
The third year of the curriculum includes additional didactic courses and supervised
clinical experiences. These specific learning experiences are in line with strategies that
may support the development of cultural competence according to Roberts et al. (2014).
As such, only students who were enrolled for a minimum of 1 year were included in this
sample in order to provide narratives on the value of such experiences in the development
of specific CQ factors.
The Chapman University curriculum operates on a cohort model, which integrates
off site clinical experiences during the second and third years of the program. As such,
the only students who were readily accessible on campus were those who were enrolled
in traditional didactic courses at the time of this study. A total of 71 2nd and 3rd year
students were included in the sample population (n = 71).
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Instrumentation
The present study mixed qualitative and quantitative research methods to collect
data. According to McMillan and Schumacher (2010), qualitative research methods for
collecting data include questionnaires, interviews, document reviews, observations, and
audiovisual materials. Additionally, “quantitative measurement uses some type of
instrument or device to obtain numerical indices that correspond to characteristics of the
subjects” (McMillan & Schumacher, 2010, p. 173).
The present study utilized a pencil and paper questionnaire, which included openended questions allowing participants to provide qualitative data. Additionally,
questionnaires may be used to collect quantitative data, such as the instrument used in the
present study. More specifically, the instrument included Likert scale questions and
included questionnaire items that encompass Van Dyne’s (2012) expanded cultural
intelligence scale (ECQS) self-assessment, which provides quantitative data. The ECQS
self-assessment is a 37-item instrument based on 11 subdimensions of the factors of CQ
(i.e. intrinsic interest, extrinsic interest, self-efficacy to adjust, culture-general
knowledge, context specific knowledge, planning, awareness, checking, verbal behavior,
non-verbal behavior, and speech acts). Various iterations of the instrument were
developed based on results of field testing and from feedback from an expert panel. The
final iteration of the instrument can be found in Appendix E. Alignment of research
questions with the components of the instrument can be found in Appendix F. The
following sections address the validity and reliability of the present study and its data
collection instrument.
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Validity
McMillan and Schumacher (2010) state that validity in research refers to the
extent that findings about a particular scientific phenomenon are accurate. In reference to
instrumentation, Roberts (2010) states that validity refers to “the degree to which your
instrument truly measures what it purports to measure” (p. 151). The validity of this study
was established through multiple strategies including triangulation. The validity of the
instrument was improved through feedback from a panel of scholars with expertise in
areas of education and cultural competence.
Triangulation. Triangulation strengthens the validity of a study; it refers to the
process of analyzing data from various sources and research methods (Patton, 2014).
Each section of the instrument collected different types of data, allowing the researcher to
validate findings through triangulation. Section I of the instrument collected demographic
information of the participant as well as information regarding any cultural competence
training and cross-cultural experiences participants had prior to their enrollment in the
professional physical therapist education program. These types of experiences obtained
prior to enrollment in the professional physical therapist education program might impact
one’s level of cultural competence and cultural intelligence.
Sections II and III included Likert scale questions and open ended qualitative
questions, which addressed common components of physical therapist education
programs: experiences with simulated patience (Section II) and experiences in clinical
settings (Section III). These types of experiences are opportunities to engage in crosscultural interactions. Additionally, these sections included open ended questions that
allowed participants to reveal their feelings and responses to cross-cultural interactions.
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Their responses to these open ended questions were reviewed and used to assign
participants to a cultural competence level according to the cultural competence
continuum (Cross et al., 1989). As such, Sections II and III were used to address research
questions 5 through 8 of the study.
The final sections of the instrument were framed in the context of the cultural
intelligence. Sections IV, V, VI, and VII, directly addressed research questions 1 through
4 by explicitly prompting the participants to list experiences in their professional physical
therapist education program that they feel improved levels of each of the four factors of
cultural intelligence: Motivational CQ (Section IV); cognitive CQ (Section V);
metacognitive CQ (Section VI); and behavioral CQ (Section VII). The last section,
Section VIII measured the participants cultural intelligence across four factors:
Motivational CQ (Section VIII, Part 1); cognitive CQ (Section VIII, Part 2);
metacognitive CQ (Section VIII, Part 3); and behavioral CQ (Section VIII, Part 4).
Cultural intelligence levels were represented numerically and as such, provided the
researcher with quantitative data in order to perform statistical analyses to answer
research questions 5 through 8.
Expert panel. In order to increase the validity of the data collection instrument,
an expert panel reviewed the instrument to assure that study participants would provide
data that would accurately address the research questions of the present study. The panel
consisted of five scholars with advanced degrees in areas that were relevant to this
present study and all of whom have were able to contribute meaningfully to the
development of the validity of the instrument.
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One of these scholars is a faculty member of a professional physical therapist
education program with a Ph.D. in Education and Doctorate in Physical Therapy.
Another is a diversity and inclusion officer at an institution of higher education with a
Ph.D. in Educational Policy Studies with an emphasis in Social and Cultural Foundation
with a graduate minor in Asian American Studies. The third expert is a licensed physician
with Master’s degree in Public Health. The final two experts are employed in roles
related to accessible education and disabilities services; one holds a Ph.D. in Education
with a dissertation research in the area of sexual and gender minority experiences; the
other holds a Ph.D. in Clinical Psychology and has extensive professional experience in
accessible education and counseling. The expert panel was asked to review the first draft
of the data collection instrument and provide feedback about the clarity of questions,
whether the questions addressed the research questions, and recommendations to improve
the validity and reliability of the data collection instrument. Based on the feedback
provided by the panel, the researcher made revisions to the instrument.
Reliability
The data collection instrument was a pencil and paper questionnaire, which was
administered on campus during regularly scheduled classes. The questionnaire was
comprised of open ended questions and Likert based questions. For this present study,
the instrument combined open-ended questions and methodology adapted from a study
by Dupre and Goodgold (2007) along with a proprietary self-assessment based on the 37item expanded cultural intelligence scale by Van Dyne et al. (2012). Permissions to use
these instruments were obtained from original researchers and can be found in Appendix
G. According to Roberts (2010), when existing instruments are modified to be used for a
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new study, the researcher must perform field testing and take other steps in order to
assure its reliability. Reliability refers to “the degree to which your instrument
consistently measures something from one time to another” (Roberts, 2010, p. 151).
Field testing. To field test, individuals who are similar to those in the present
study’s sample must test the instrument and make report judgments and feedback to the
researcher regarding its reliability. The feedback is then used to revise the instrument to
improve the validity and reliability. For this study’s field test, the researcher e-mailed the
first iteration of the instrument to three graduates of Chapman University’s professional
physical therapist education program and a graduate of the University of St. Augustine
for Health Sciences. These individuals were not part of the sample for this present study,
but they were capable of providing valuable feedback based on their recent completion of
a professional physical therapist education program in southern California. The research
asked these individuals to respond to a series of questions (see Appendix H) in order to
collect feedback that could be used to revise and improve the data collection instrument.
The researcher reviewed their feedback and adjusted the data collection instrument
accordingly.
Questionnaire composition and arrangement. In building a survey or
questionnaire, the order in which the questions are presented may have an impact on how
a study participant responds. Kinard (1955) states that bias may be controlled through the
composition and arrangement of the questionnaire. Furthermore, according to Goodhue
and Loiacono (2002), when using an instrument composed of questions that measure
multiple domains, reliability increases when questions associated with each domain are
intermixed with one another and when the domains are not labeled. In the case of the
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present study, the ECQS self-assessment was used to measure levels of cultural
intelligence across four domains (i.e. factors of motivational CQ, cognitive CQ,
metacognitive CQ, and behavioral CQ). In order to increase reliability, the questions on
the ECQS self-assessment (Section VIII) of the questionnaire were intermixed so that
items measuring each factor of cultural intelligence were not grouped solely together (see
Figure 3 for the alignment of each of the items of the ECQS self-assessment to the
associated cultural intelligence factors.
Factors of Cultural
Intelligence
Items in of the ECQS SelfAssessment (Section VIII of
the data collection
questionnaire)

Motivationa
l CQ
1, 6, 11, 16,
19, 22, 26,
29, 31

Cognitive
CQ
2, 5, 12, 18,
21, 25, 28,
34, 36, 37

Metacogniti
ve CQ
3, 8, 10, 13,
15, 24, 27,
32, 35

Behavioral
CQ
4, 7, 9, 14,
17, 20, 23,
30, 33

Figure 3. Alignment of ECQS with cultural intelligence factors.
Conditions of environment during data collection. Moreover, the reliability of
a research method may be impacted by the conditions present when the data collection
instrument is being used (Earley & Ang, 2003). Examples are frustrations with having to
do a test, noise, the interview, or instructions. To limit these obstructions, study
participants were informed that participation was voluntary. Further, they were informed
that though the questionnaire was administered during class time, their participation and
responses on the questionnaire had no impact on their grade in class nor did it have an
impact on their eligibility to remain enrolled in their program. The following statement
appears on the first page of the questionnaire: “Participation in this study is completely
voluntary and has no impact on your grades. Participation in this study is not a
requirement to remain enrolled in your professional physical therapist education
program.”
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Data Collection
A pencil and paper survey was developed and administered on campus during
regularly scheduled classes. The survey was comprised of open ended questions and
Likert based questions. Included in the survey instrument was the ECQS from Van Dyne
et al. (2012). Before administering the survey instrument, IRB approval was received
through Brandman University. IRB approval provided verification that the research
design was in alignment with human rights protections policies. Furthermore, it assured
that the research design provided study participants protections from unnecessary risks as
well as included mechanisms to allow study participants to give informed consent.
Outreach began with the Chair of the Department of Physical Therapy who gave
preliminary permissions to take the following actions upon IRB approval. On January 28,
2019, the researcher emailed a letter to the Chair of the Department of Physical Therapy
of Chapman University requesting permission to conduct doctoral research with the
students of their professional physical therapist education program (see Appendix I). The
Chair of the Department of Physical Therapy granted permission under the condition that
the research proposal be approved through the IRB process at Brandman University prior
to allowing the research to make contact with students. See Appendix J for the statement
of conditional approval from the Chair of the Department of Physical Therapy. Data were
collected during the spring trimester of 2019. The Chapman University curriculum
operates on a cohort model, which integrates off site clinical experiences during the
second and third years of the program. As such, the only students who were readily
accessible were those who were enrolled in traditional didactic courses on the university
campus at the time of this study, a total of 80 students.
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The researcher entered two classrooms in which each cohort was present for a
didactic course. A script was used by the researcher to provide informed consent as well
as consistent information to prospective participants regarding the purpose and
background of the study, the research participants’ bill of rights, the consent form, data
collection instructions, and definitions of terms used in the questionnaire. This script and
an overview of the informed consent procedures can be found in Appendix K. The
researcher began by providing a brief verbal narrative informing the students of the
purpose of the study. Each cohort of students was then informed that their participation in
the study was completely voluntary and that their identity and responses would be kept
confidential throughout the research processes as well as in the final dissertation. Lastly,
the participants were given approximately 20 minutes to complete the pencil and paper
questionnaire. The study participants submitted their survey to the researcher when they
completed all responses.
Data Analysis
The questionnaire that was administered for this present study collected
qualitative and quantitative data. After the responses were collected, the qualitative data
(i.e. the responses to the open ended questions of the survey instrument) were coded and
analyzed. Specifically, the qualitative data were used to (a) categorize the students into
levels on the cultural competence continuum by Cross et al. (1989); and (b) to identify
experiences within a professional physical therapist program that improve students’ four
factors of CQ (i.e. motivational CQ; cognitive CQ; metacognitive CQ; and behavioral
CQ). The primary quantitative data used for this present study came from the
participants’ results of the ECQS self-assessment, which was used to determine each
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participant’s cultural intelligence levels across the four factors of motivational CQ,
cognitive CQ, metacognitive CQ, and behavioral CQ.
Qualitative Data Analysis
Narrative responses collected from questions in sections II and III of the
questionnaire (see Appendix E) were used to categorize the students into levels on the
cultural competence continuum. To do so, the researcher performed the following steps:
1. The researcher identified statements related to the respondents’ perceptions of
other cultures as well as their willingness to adjust their behaviors with
individuals from other cultures.
2. Then, each statement was categorized as either generally negative or generally
positive with respect to the respondents’ appreciation for and willingness to adapt
to other cultures.
3. With the negative and/or positive narratives, the researcher looked for alignment
of these statements with a level on the cultural competence continuum according
to the definitions of each level by Cross et al. (1989).
4. When alignment was found in the narratives from each respondent, individuals
were then categorized into various levels on the cultural competence continuum
(i.e. cultural destructiveness, cultural incapacity, cultural blindness, cultural precompetence, cultural competence, or cultural proficiency).
Sections IV through VII of questionnaire included open ended questions directing
study participants to list specific experiences that contributed to the development of
capabilities that are aligned to each factor of CQ. To identify experiences within a

102

professional physical therapist program that improve specific factors of CQ, the
researcher performed the following steps:
1. The researcher analyzed the responses to each open ended question specifically
aligned to a factor of CQ (see Figure 4).
2. All responses were coded to identify similarities, patterns, and themes in the data
using Microsoft Excel.
3. The identified themes were then reported for each factor of cultural intelligence
(i.e. motivational CQ; cognitive CQ; metacognitive CQ; and behavioral CQ).
Factors of Cultural Intelligence CQ

Motivational CQ

Cognitive CQ

Metacognitive CQ

Behavioral CQ

Open Ended Prompt from Instrument
List up to 2 of your most memorable
experiences in your program that you feel
have improved your level of interest,
confidence, and/or drive to adapt to crosscultural settings.
List up to 2 of your most memorable
experiences in your program that you feel
have improved your level of
understanding of the differences between
cultures and the challenges of crosscultural interactions.
List up to 2 of your most memorable
experiences in your program that you feel
have improved your abilities to strategize
and make sense of culturally diverse
experiences.
List up to 2 of your most memorable
experiences in your program that you feel
have improved your abilities to change
your verbal and non-verbal actions
appropriately when interacting crossculturally.

Figure 4. Alignment of open ended prompt with factors of cultural intelligence (CQ).
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Quantitative Data Analysis
Each participant received individual scores for each factor of CQ generated from
their responses on the ECQS. Furthermore, each participant was assigned to a level on the
cultural competence continuum (i.e. cultural destructiveness, cultural incapacity, cultural
blindness, cultural pre-competence, cultural competence, or cultural proficiency). Each
level of the cultural competence continuum was assigned a numerical value in order to
perform statistical analysis (see Figure 5).
1
Cultural
Destructiveness

2
Cultural
Incapacity

3
Cultural
Blindness

4
Cultural
Precompetence

5
Cultural
Competence

6
Cultural
Proficiency

Figure 5. Numerical values associated with each level on the cultural competence
continuum.
A multiple regression analysis was conducted of each of the four factors of CQ
and levels of cultural competence on the cultural competence continuum to determine
which if any of the four factors had a greater impact on determining one’s level of
cultural competence on the cultural competence continuum. According to Stat Soft (n.d.),
a multiple regression is meant to identify the relationship between several independent or
predictor variables and a dependent or criterion variable. In this case, the CQ factors were
the independent variables and the cultural competence level was the dependent variable.
Limitations
There are some notable limitations associated with this present study, specifically
in potential researcher bias due to professional connections with Chapman University, the
sampling method, as well as in the data collection instrument. In any qualitative research,
it is necessary to disclose information that may potentially be perceived as introducing
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bias. Therefore, it is important to reiterate that the researcher was formerly employed by
Chapman University’s Department of Physical Therapy. As a former staff member of the
institution, the researcher was familiar with admissions processes, the structure of the
curriculum, and may have been recognizable figure to administration, faculty, staff, and
students who were members of the Chapman University community at the time that data
were collected.
Another limitation of the present study included the sampling method utilized.
Purposive sampling was used because the students of Chapman University’s professional
physical therapist education program were readily accessible to the researcher and this
particular group was able to provide a wealth of meaningful data related to the subject of
cultural competence education. The sampling method generated less than 80 study
participants who were members of the same institution. As with other research studies
that integrate qualitative methods, the small sample size limited the generalizability of the
research findings to the organization’s population and the southern California region.
Moreover, this study depended on open-ended responses on a written survey
instrument. Open ended responses were necessary in order to classify participants into
levels on the cultural competence continuum and for participants to self-identify valuable
experiences that enhance factors of CQ. Perhaps more importantly, open ended responses
provided a mechanism to permit unforeseen themes to emerge naturally. However, there
are limitations with written open-ended questionnaires. According to Patton (2014),
limitations of this type of research method include the inability to ask follow up probing
questions, the writing skills of each respondent as well as the varying efforts put forth by
respondents in completing the survey.
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Summary
This chapter provided an overview of the research methods and processes used for
the present study. Furthermore, this chapter reiterated the purpose statement and research
question, reviewed the research design, population and sampling methods,
instrumentation, data collection, data analysis, and finally limitations. The present study
utilized a mixed methods approach. Specifically, the instrument incorporated open ended
questions, some of which are in alignment with the four factors of CQ. The instrument
also included the 37 item ECQS to assign study participants scores for each CQ factor.
The target population included students enrolled in professional physical therapist
programs in California. The sample included students who were currently enrolled in
Chapman University’s physical therapist education program at the time of the student.
After the data were collected and analyzed, participants were classified into levels on the
cultural competence continuum; experiences that improve CQ factors in students were
identified; and participants’ CQ factor scores were determined using the ECQS selfreported assessment. As with any research study, limitations were inherent, specifically
resulting from the researcher’s former employment by Chapman University, the type of
sampling method used, and from the written open ended responses from study
participants. Chapter IV will provide greater details of the data collection process and the
findings of the study.
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CHAPTER IV: RESEARCH, DATA COLLECTION, AND FINDINGS
Due to technological advancements, the changes in the demographic landscape of
the US, as well as the changes in social norms, opportunities to engage in cross-cultural
interactions have increased. This presents a need across industries, and particularly in
healthcare, to develop strategies that improve professionals’ effectiveness within crosscultural interactions. Cultural competence training has been used across healthcare
professional preparation programs, such as physical therapist education programs, in
order to improve the delivery of healthcare and to concurrently reduce the healthcare
disparities especially for marginalized groups.
This present study used the cultural competence continuum (Cross et al., 1989)
and the four factors of cultural intelligence (Ang et al., 2007) as conceptual frameworks
to explore cultural competence development within a physical therapist education
program in southern California. This chapter begins with a reiteration of the purpose
statement and research questions. Then, it includes an overview of the research methods
and data collection procedures, a review of the population, target population, sample
population, the demographic data, and finally a presentation of the data. The chapter
concludes with an exploration for unexpected findings by analyzing the demographic
data and levels of each factor of cultural intelligence.
Purpose Statement
The purpose of this exploratory concurrent mixed methods study was to describe
experiences that shape factors of cultural intelligence (CQ) as perceived by students of
professional physical therapist education programs. In addition, it was the purpose of this
study to determine whether any particular factor of cultural intelligence influenced one’s
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overall cultural competence according to the cultural competence continuum by Cross et
al. (1989).
Research Questions
The following research questions guided the study:
1. What experiences impact the level of motivational cultural intelligence according
to students of professional physical therapist education programs?
2. What experiences impact the level of cognitive cultural intelligence according to
students of professional physical therapist education programs?
3. What experiences impact the level of metacognitive cultural intelligence
according to students of professional physical therapist education programs?
4. What experiences impact the level of behavioral cultural intelligence according to
students of professional physical therapist education programs?
5. What is the impact of motivational cultural intelligence on the level of cultural
competence on the cultural competence continuum?
6. What is the impact of cognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
7. What is the impact of metacognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
8. What is the impact of behavioral cultural intelligence on the level of cultural
competence on the cultural competence continuum?
Research Methods and Data Collection Procedures
This study used exploratory concurrent mixed methods to answer the research
questions. The researcher visited Chapman University during regularly scheduled
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classroom hours in order to administer a questionnaire to students of their professional
physical therapist education program. Permission was first obtained from the Chair of the
Department of Physical Therapy. The researcher provided the sample population with an
explanation of the study and explained that participation was voluntary. Signed consent
forms were collected from participants and the questionnaire was administered.
The questionnaire itself was comprised of qualitative and quantitative
components. Open ended questions were the qualitative aspects of the data collection.
Quantitative data were also collected in the questionnaire; specifically data from Likert
based questions as well as results from a proprietary tool known as the ECQS selfassessment by Van Dyne et al. (2012). The ECQS self-assessment was used to measure
the four factors of cultural intelligence of each respondent. In order to assure validity and
reliability of the study, the questionnaire was field tested by recent graduates of
professional physical therapist education programs in Southern California. Furthermore,
it was reviewed by a panel of experts with advanced degrees in areas such as public
health, education, education policy, medicine, and clinical psychology. These experts
also collectively had practical experience in the areas such as of physical therapy,
education, as well as diversity and inclusion. Each section of the questionnaire provided
different types of qualitative and quantitative data that were triangulated in order to
attribute meaning to the researcher’s findings.
Population
A population is a group of individuals that meet particular criteria to which results
of research can be generalized (McMillan & Schumacher, 2010). In the present study, the
population of interest included current students attending professional physical therapist
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education programs in the US. There were 259 physical therapist education programs that
were accredited or developing in the US as of 2018 (CAPTE, 2018d). As of 2017, there
were more than 20,000 females enrolled in professional physical therapist education
programs and just over 12,000 males (CAPTE, 2018). Nearly 24% of students enrolled in
physical therapist education programs as of 2017 were identified as belonging to a
minority group (CAPTE, 2018).
Target Population
The target population refers to the group to which findings of a research study are
to be generalized (McMillan & Schumacher, 2010). This group was chosen from the
overall population and was used to make inferences. The target population for the current
study was students who were currently enrolled in their 2nd or 3rd year of a professional
physical therapist education program in California. There were 16 professional physical
therapist education programs that exist in California as of 2018.
Six of these programs exist in public institutions: California State University,
Fresno; California State University, Long Beach; California State University, Northridge;
California State University, Sacramento; San Diego State University; and University of
California, San Francisco with San Francisco State University. Note that University of
California, San Francisco and San Francisco State University jointly offer a single
professional physical therapist education program (PTCAS, 2018). Finally, ten
professional physical therapist education programs were offered at private institutions in
California: Azusa Pacific University; Chapman University; Loma Linda University;
Mount Saint Mary’s University; Samuel Merritt University; University of Southern
California; University of St. Augustine for Health Sciences; University of the Pacific;

110

West Coast University; and Western University of Health Sciences. These 16 programs
are all accredited by the Commission on Accreditation in Physical Therapist Education
(CAPTE). As such, these programs must meet comparable admissions standards and
offer similar curriculum content in order to enroll students and confer doctor of physical
therapist degrees. The target population was comprised of approximately 1,728 (N)
individuals. This figure was based on projected enrollments across professional physical
therapist education programs in California.
Sample Population
The sample of a study refers to the group of study participants who are selected
from the target population for the purposes of generalizing findings. Patton (2015) states
that sample is a subset of the target population, which represents the whole population.
Because the study used mixed methodology, the sample for this research was criteriabased. Specifically, purposeful sampling was used to select the sample for this study.
This process assures that the individuals selected to participate in this study are those
with essential characteristics.
Participants selected for this study were current 2nd and 3rd year students enrolled
in the professional physical therapist education program at Chapman University, which is
located in southern California. This sample was pursued due to the accessibility and
geographic location. The researcher was a former employee of Chapman University and
as such had unique access to administration who would ultimately grant permissions to
recruit students for this study.
Chapman University’s admissions requirements are similar to requirements of
other institutions in California. For example, Chapman University requires courses in the
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areas of anatomy, physiology, biology, chemistry, physics, statistics and a human
behavioral science before entering the program. This is in alignment with many of the
programs in California though some programs in California require additional courses
and others require less. Moreover, Chapman University requires hours of observation in a
physical therapist clinical setting just as other California professional physical therapist
education programs (PTCAS, 2018). Another example of how Chapman University is
similar to other California professional physical therapist education programs is that they
require submission of the GRE. In fact, all but one (Loma Linda University) of the
professional physical therapist education programs in California require submission of
the GRE as an admissions requirement (PTCAS, 2018). Where Chapman University
differs from other institutions in its admissions criteria is a limitation within this present
study.
The sample used for this study was students who were admitted to Chapman
University’s program during 2016 to 2017. The Chapman University program delivers its
program using a cohort model, which integrates off site clinical experiences during the
2nd and 3rd year of the program. As a result, the only students who were accessible on
campus were those who were enrolled in traditional didactic courses during the data
collection period of this study. There were a total of 80 students in the sample population.
Demographic Data
Section I of the data collection instrument (see Appendix E) collected
demographic data of study participants. Information regarding respondents’ age, gender,
languages spoken, race/ethnicity, and number of years in the professional physical
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therapist education program, were collected. Demographic data of the sample population
can be viewed in Table 8.
Table 8
Demographic Data of Sample Population
Characteristic
Gender
Male
Female
Age
24-27 years
28-31 years
32 years and above
Languages Spoken
English Only
Language other than English
Race/Ethnicity
Hispanic or Latino
American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific
Islander
White
Other
2 or more races
No Response
Year of enrollment in professional physical
therapist education program
2nd year
3rd year

Frequency

Percent (%)

29
42

40.85
59.15

45
24
2

63.38
33.80
2.82

39
32

54.93
45.07

0
0
31
0
0

0
0
43.65
0
0

26
3
8
3

36.62
4.23
11.27
4.23

27
44

38.03
61.97

Of the 71 study participants, 42 were female and 29 were male. The age range of
participants was 24 years to 36 years, with the average age being 27 years. 32 of the
participants indicated that they were able to speak at least one language other than
English. The majority of participants (44) were enrolled in their 3rd year of the
professional physical therapist education program. In contrast to the national rate of
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ethnic and racial minorities enrolled in professional physical therapist education
programs (approximately 15% according to Nuciforo, 2015), this sample population
showed the majority of participants belonged to a race other than White. Specifically, the
majority of participants identified themselves as Asian (43.65%). This is consistent with
the demographic composition of Irvine, California, the city where this program resides.
Asians comprise 41.2% of the population of Irvine, California (City of Irvine, 2019).
Presentation and Analysis of Data
The present study was an exploratory concurrent mixed method study that used a
questionnaire to gather both qualitative and quantitative data. The instrument was divided
into eight segments (i.e. Sections I through VIII). Each segment of the instrument served
to answer the research questions and to create opportunities for triangulation. The data
will be presented in the following order: [1] Prior cross-cultural interactions and cultural
competence education and/or training; [2] experiences that improve the four factors of
cultural intelligence (Research Questions 1 through 4); and [3] the impact of each factor
of cultural intelligence on the overall level of cultural competence on the cultural
competence continuum (Research Questions 5 through 8).
Prior Cross Cultural Interactions and Cultural Competence Education/Training
Section I of the data collection instrument provided demographic data to get
clarity on individuals within the study. Such information supported the generalizability of
the findings to a broader study population. Additionally, Section I collected information
regarding the respondents’ prior experience with cultural competence training as well as
well as with cross-cultural interactions. This additional information supported
triangulation efforts specifically by identifying the participants who may have had the
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greatest opportunity to develop cultural intelligence prior to enrollment in the
professional physical therapist education program. Such individuals may be more capable
of differentiating experiences that improve specific factors of cultural intelligence
compared to the general population.
In this section, the data collection instrument prompted respondents to identify
previous training or education they had in cultural competence as well as previous
opportunities they have had to engage in cross-cultural interactions. 28 of 71 participants
reported that they did not have any form of prior education or training in cultural
competence; all other participants (43) reported one or more forms of prior education or
training in cultural competence. (see Table 9). Finally, 11 of the participants reported that
they did not have any form of prior experience in cross-cultural settings; all other
participants (60) reported one or more form of prior experience in cross-cultural settings
(See Table 10).
Table 9
Prior Education or Training in Cultural Competence
Frequency

Characteristic
Participant has not had any education or training in cultural competence

28

Participant has done one or more of the following:
• I have completed course(s) or program at the high school level
• I have completed course(s) or program at the undergraduate college
level
• I have completed course(s) or program at the graduate level
• I have viewed or participated in webinar(s) or online program(s)
• I have participated in professional or academic conference workshop
• I have participated in training in the workplace
• Other education or training in cultural competence

43
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Table 10
Prior Experience in Cross-Cultural Settings
Characteristic

Frequency

Participant has not had any experiences in cross cultural settings

11

Participant has done one or more of the following:
• I worked in a setting where I interacted with customers/clients whose
cultures were different from my own
• I worked in a setting where I interacted with colleague(s) whose
cultures were different from my own
• I lived in a setting where I interacted with people whose cultures were
different from my own
• I studied in a setting where I interacted with people whose cultures
were different from my own
• I vacationed in a community where I interacted with people whose
cultures were different from my own
• Other experience(s) in cross cultural settings

60

Experiences that Improve the Four Factors of Cultural Intelligence
The data reported in Sections IV through VII were used to address the research
questions 1 through 4. These research questions were related to the experiences that
improve the levels of the four factors of cultural intelligence (motivational CQ; cognitive
CQ; metacognitive CQ; and behavioral CQ). Sections IV through VII of the data
collection instrument included Likert scale items. These Likert scale items supported
triangulation efforts by providing clarity to the researcher of whether the participant felt
that the experiences they reported in fact improved each factor of cultural intelligence.
Participants were directed to rate statements aligned to each factor of cultural intelligence
on a scale from 1 (Strongly Disagree) to 7 (Strongly Agree) in order to report the degree
to which they disagreed or agreed (see Figures 6 through 9). The majority of participants
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agreed that their program included experiences that improved all factors of cultural
intelligence.
Additionally, open ended questions in Sections IV through VII allowed
participants to identify up to two experiences that improved each of these four factors of
cultural intelligence. The open ended responses were coded into themes under each factor
of cultural intelligence. These are discussed in greater detailed in the sections that follow.
Experiences that improve motivational CQ. The first research question of the
present study is as follows: What experiences impact the level of motivational cultural
intelligence (CQ) according to students of professional physical therapist education
programs? Motivational CQ is one of the factors of cultural intelligence that refers to
one’s level of interest and confidence in functioning effectively in culturally diverse
settings (Livermore, 2015; Van Dyne et al. 2009). Section IV of the data collection
instrument prompted participants to rate the following statement on a scale from 1
(Strongly Disagree) to 7 (Strongly Agree) in order to report the degree to which they
disagreed or agreed: Experiences in my program have helped me improve my interest,
confidence, and/or drive to adapt to cross-cultural settings. This allowed the researcher
to determine whether students agreed that their program in fact provided experiences that
impacted their level of motivational CQ. The majority of participants agreed that
experiences in their program have helped them to improve their motivational CQ (see
Figure 6).
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Figure 6. Frequency distribution: Experiences in program helped improve motivational
CQ.
Section IV of the data collection instrument prompted participants to do the
following: List up to two of your most memorable experiences in your program that you
feel have improved you’re your interest, confidence, and/or drive to adapt to crosscultural settings. Responses were analyzed and the researcher found that immersion in
cultural events as well as receiving positive feedback from diverse patients improved
motivational CQ.
Immersion in cultural events. Participants referenced experiences within the
scope of the requirements of course entitled Cultural Diversity and Psychology of
Healthcare as well as off campus and on campus clinical experiences. One participant, a
28 year old male 2nd year student stated that going “to different events with different
national themes, such as Greek day” was a requirement of their Cultural Diversity and
Psychology of Healthcare course, a requisite course within the curriculum. He added that
by being required to attend such a cultural event allowed him to “better appreciate their
culture.”
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Positive patient feedback. One 24 year old female 3rd year student stated that her
experiences in clinical rotations improved her interest, confidence, and/or drive to adapt
to cross cultural settings because though she “didn’t always feel comfortable” in cross
cultural settings, the experience “pushed (her) to be a better therapist.” She cited a
specific example: “I had a specific patient with Huntington’s who was homeless and her
sister had very different beliefs than mine, which challenged me to remain professional.”
Another 24 year old female 3rd year student said, “Completing home visits during my
pediatric rotation was interesting. I entered the homes to observe children in their own
home environment, which was often of a different cultural than I am accustomed to.”
A 29 year old male 2nd year student elaborated on his experiences during clinical
rotations. He stated that during his most recent clinical rotation, he had positive
interactions with diverse patients: “Getting great feedback and appreciation from a 90
year old lady and a 60 year old man from India helped my confidence.” A 27 year old
female 2nd year student stated, “Talking to patients about their cultures expands my
knowledge. Sometimes they have different ways of doing things that I didn’t think of, but
may be helpful.” A 24 year old female 3rd year student stated, “One of my patients that
was of a different culture expressed her gratitude for me pushing her to do more therapy.”
Experiences that improve cognitive CQ. The second research question of the
present study is the following: What experiences impact the level of cognitive cultural
intelligence (CQ) according to students of professional physical therapist education
programs? Cognitive CQ is one of the factors of cultural intelligence that refers to one’s
knowledge of the differences and similarities across cultures (Livermore, 2015; Van
Dyne et al. 2009). Section V of the data collection instrument prompted participants to
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rate the following statement on a scale from 1 (Strongly Disagree) to 7 (Strongly Agree)
in order to report the degree to which they disagreed or agreed: Experiences in my
program have helped me to improve my level of understanding of the differences between
cultures and the challenges of cross-cultural interactions. This allowed the researcher to
determine whether students agreed that their program offered experiences that impacted
their level of cognitive CQ. According to the frequency distribution of responses, the
majority of participants agreed that experiences in their program have helped them to
improve their cognitive CQ (see Figure 7).
Section V of the data collection instrument prompted participants to do the
following: List up to two of your most memorable experiences in your program that you
feel have improved your level of understanding of the differences between cultures and
the challenges of cross-cultural interactions. The responses were analyzed. A major
finding that addresses the second research question is that discussions and interactions
with other students in controlled settings improved cognitive CQ.
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Figure 7. Frequency distribution: Experiences in program helped improve cognitive CQ
Some experiences referenced by participants in Section V were related to those
that would occur on campus and/or under the supervision of faculty members.
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Participants highlighted their experiences with other students. Specific settings included
their requisite Cultural Diversity and Psychology of Healthcare course and on campus
clinical experiences, such as their Community Exercise Program.
According to one 28 year old female 2nd year student, the Cultural Diversity and
Psychology of Healthcare course included a “range of discussions about people of
different cultures and how to interact appropriately.” Another 27 year old female 3rd year
student stated that their most memorable experience that impacted her cognitive CQ was
this course because she engaged in “open dialogue with a judgement-free space.”
Additionally, the Community Exercise Program at Chapman University is a free exercise
service to the community offered on campus. According to Chapman University (2019b),
the Community Exercise Program is a series of classes offered at the university “led and
supervised by Licensed Physical therapists with graduate student participation. This is a
focused exercise class for those affected by balance, coordination, neurological, and
mobility related impairments and disability” (para. 2). One 27 year old male 3rd year
student stated that the Community Exercise Program was most memorable and that it
improved cognitive CQ because the program “[brought] in different groups of people”
and allowed for “[interactions] with students of other classes.”
Some participants also noted, in particular, the value of learning from classmates
who were of different cultures. One 27 year old male 2nd year student shared, “Almost
my entire cohort is of Asian origin” and that “learning their culture” was the most
memorable experience that within the professional physical therapist education program
that helped him to understand the differences between cultures. Another participant, a 24
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year old female 3rd year student, shared her experience and highlighted the challenges she
recognized within cross-cultural interactions:
Each of my classmates is an individual with different views and beliefs […] and I
have had to work with them on many projects and activities. There are cultural
differences which may cause challenges when working on projects, but as I get to
know them, it is easier to accomplish the task.
Experiences that improve metacognitive CQ. The third research question of the
present study is as follows: What experiences impact the level of metacognitive cultural
intelligence (CQ) according to students of professional physical therapist education
programs? Metacognitive CQ is one of the factors of cultural intelligence that refers to
one’s active awareness during interactions with others from different cultural
backgrounds (Livermore, 2015; Van Dyne et al. 2009). Section VI of the data collection
instrument prompted participants to rate the following statement on a scale from 1
(Strongly Disagree) to 7 (Strongly Agree) in order to report the degree to which they
disagreed or agreed: Experiences in my program have helped me to improve my abilities
to strategize and make sense of cultural diverse experiences. Most of the participants
agreed that their professional physical therapist education program provided experiences
that helped improve metacognitive CQ (see Figure 8).
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Figure 8. Frequency distribution: Experiences in program helped improve metacognitive
CQ.
Section VI of the data collection instrument prompted participants to do the
following: List up to two of your memorable experiences in your program that you feel
have improved your abilities to strategize and make sense of culturally diverse
experiences. Based on analysis of narrative responses, a major finding was that
metacognitive CQ was improved when students were faced with difficulties in interacting
with culturally diverse patients resulting from cultural distance.
Most of the experiences cited by participants in Section VI occurred in off
campus clinical rotations; there were few that referred to on campus clinical experiences.
A number of participants referred to challenges that they experienced as a result of
cultural distance between them and the patient. A 30 year old male 2nd year student stated
that being placed in a “clinical rotation at a location with a larger population of people
from different cultures” was an experience that improved their metacognitive CQ.
Similarly, a 27 year old male 3rd year student stated: “Clinical rotations allowed me to
interact with people various cultures and altered how I interacted with them.” In addition,
a 30 year old male 2nd year indicated that his most memorable experience that improved
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his metacognitive CQ was “working with a patient who [was] more conservative in
personality, requiring me to tailor my interaction and treatment plan.” Furthermore, A 25
year old male 2nd year student stated: “My [Clinical Instructor] at my inpatient setting
helped with chart reviews and the understanding of [patients’] backgrounds to prepare.”
Another participant, a 28 year old male 3rd year student indicated that he “learned how to
accommodate and prepare” for interactions with “patients who require translators to be
present and caregivers to attend physical therapy with them.”
Experiences that improve behavioral CQ. The fourth research question of the
present study is as follows: What experiences impact the level of behavioral cultural
intelligence (CQ) according to students of professional physical therapist education
programs? Behavioral CQ is one of the factors of CQ that refers to one’s capability to
exhibit verbal and non-verbal behaviors that are appropriate to the culturally diverse
setting (Livermore, 2015; Van Dyne et al. 2009). Section VII of the data collection
instrument prompted participants to rate the following statement on a scale from 1
(Strongly Disagree) to 7 (Strongly Agree) in order to report the degree to which they
disagreed or agreed: Experiences in my program have helped me to improve my abilities
to change my verbal communications and non-verbal actions appropriately when
interacting cross-culturally. By reviewing the frequency distribution of responses to this
item, the researcher was able to determine that the majority of participants agreed that
experiences within the professional physical therapist education program did impact
students’ levels of behavioral CQ.
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Figure 9. Frequency distribution: Experiences in program helped improve behavioral CQ.
Section VII of the data collection instrument prompted participants to do the
following: List up to two of your memorable experiences in your program that you feel
have improved your abilities to change your verbal and non-verbal actions. The
responses were analyzed and the following was found: Behavioral CQ improved when
participants learned or practiced non-verbal cues as well as language(s) other than
English.
Learning or practicing non-verbal cues. The majority of participants in this
study used Section VII of the data collection instrument to describe instances to
overcome communication barriers. A particularly prominent experience shared across
participants is their experience with non-verbal patients. Participants described
interactions with patients during clinical rotations as well as on campus clinical
experiences such as Chapman University’s Community Exercise Program. Chapman
University also offers a Stroke Boot Camp, a “2-week intensive interdisciplinary
treatment program for chronic stroke survivors. Faculty and students participate by: (a)
helping design and implement the programs; (b) assist with collecting and analyzing
clinical outcome data; or (c) providing hands-on interventions” (Chapman University,
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2019b). In addition to the Community Exercise Program, Stroke Boot Camp is an
example of an on campus clinical experience in which students of the professional
physical therapist education program would encounter challenges related to
communication with patients.
Some participants specifically cited Stroke Boot Camp, Community Exercise
Program when providing statements related to non-verbal communications. Others did
not specify when and where they practiced non-verbal communication, but highlighted
the practice nonetheless. One participant, a 29 year old male 2nd year student, described
how his program exposed him to individuals with aphasia, a condition which impairs the
ability to speak or write. He stated “Some patients are non-verbal and some have aphasia,
so changing my communication method was necessary to help them.” Another
participant, a 27 year old female 2nd year student, also cited working with patients with
aphasia. She indicated that the program permitted her to “work with an individual of a
different cultural background who was also aphasic” and she “had to use non-verbal
communication.” A 25 year old male 2nd year student stated, “I learned how to
communicate with patients in the Community Exercise Program, verbally and nonverbally.” He added that he was able to interact with patients “with language deficits, due
to cerebral palsy or stroke.”
Learning a language other than English. This theme also relates to overcoming
communication barriers. However, participants specifically identified memorable
experiences in which they encountered patients who were verbal, but spoke a language
other than English. Few participants described speaking in English slower in order to
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overcome language barriers. Instead, participants specifically mentioned various
scenarios in which they had to learn vocabulary from a language other than English.
The experiences described by participants did not occur at one specific point in
the program. In fact, participants cited clinical rotations, on campus clinical experiences,
direct patient contact, advice from clinical instructors, and didactic coursework in
Spanish medical terminology as settings where learning non-verbal cues and non-English
words took place. One participant, a 28 year old male 2nd year student, described treating
a Laos patient: “Learning the language was my strategy in order to interact with her.” A
24 year old male 3rd year student listed strategies to communicate cross-culturally in Italy
including: “Learning Italian and focusing on non-verbal communication with patients that
did not know English.” Another participant, a 30 year old male 3rd year student, shared
his experience at one of his rotations: “I did not understand the language that was spoken
[by the patient], so I learned a few key words to help with my communication.”
The Impact of the Four Factors of Cultural Intelligence on the Level of Cultural
Competence on the Cultural Competence Continuum
The data reported in Sections II, III, and VIII were used to address research
questions 5 through 8. Specifically, these sections were used to determine the impact of
each of the four factors of cultural intelligence on professional physical therapist
students’ level of cultural competence on the cultural competence continuum. The four
factors of cultural intelligence are motivational CQ, cognitive CQ, metacognitive CQ,
and behavioral CQ. The six levels of cultural competence on the cultural competence
continuum by Cross et al. (1989) are as follows: (a) cultural destructiveness; (b) cultural
incapacity; (c) cultural blindness; (d) cultural pre-competence; (e) cultural competence;
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and (f) cultural proficiency. Responses generated from the ECQS self-assessment were
quantitative interval level data. Levels on the cultural competence continuum were
ordinal level data, which were then converted to numerical data (i.e. 1 = cultural
destructiveness; 6 = cultural proficiency) in order to conduct a multiple regression
analysis.
Multiple regression is a statistical analysis method that may be used to predict the
value of a dependent variable based on the values of two or more independent variables
(Salkind, 2014). According to Stat Soft (n.d.), a multiple regression is meant to identify
the relationship between several predictor variables and a dependent variable. In this
present study, the CQ factors were the independent variables and the cultural competence
level was the dependent variable.
Assigning participants to levels on the cultural competence continuum.
Sections II and III of the data collection instrument included responses to open ended
questions relating to how the participant felt and reacted during cross cultural interactions
that occurred within the framework of their professional physical therapist education
program. These open ended responses were then used to assign each respondent a level
on Cross’ et al. (1989) cultural competence continuum, which supported RQ2.
Specifically, levels were assigned to each respondent based on how closely their
responses were in alignment with the definitions outlined for each level of the cultural
competence continuum. The cultural competence levels from the cultural competence
continuum by Cross et al. (1989) which were assigned to participants were ordinal level
data. Subsequently, these ordinal level labels were assigned numerical labels 1 (cultural
destructiveness) through 6 (cultural proficiency). Three of the participants did not provide
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full responses in Sections II and/or III. As such, these individuals were not included in
the statistical analysis needed to respond to questions 5 through 8 of the present study.
These data are presented in in Table 11.
Cultural deconstructiveness. This term refers to the level of the first and most
negative end of the cultural competence continuum; it is represented by the attitudes,
practices, and policies, which are destructive to cultures and the individuals within the
culture (Cross et al., 1989, p.14).
Cultural incapacity. This term refers to the second level of the cultural
competence continuum. Additionally, it refers to a system or agency’s inability to help
minority clients or communities, which is indirectly destructive to cultures and
individuals within the culture (Cross et al., 1989).
Cultural blindness. This is the third level of the cultural competence continuum.
It reflects positive intentions, but makes the assumption that all people are the same and
that approaches used by the dominant culture are universally applicable (Cross et al.,
1989).
Cultural pre-competence. This term refers to the fourth level of the cultural
competence continuum. It is characterized by the system or agency’s recognition of its
weaknesses in serving minority populations and its attempts to improve aspects of their
services as a result (Cross et al., 1989).
Cultural competence. According to Cross et al. (1989), this term is the fifth level
of the cultural competence continuum; it refers to a system or agency’s acceptance and
respect for cultural differences, continuing self-assessment regarding culture, attention to
the dynamics of cultural differences, continuous expansion of cultural knowledge and
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resources, as well as a variety of adaptations to policies and practices to better meet the
needs of minority populations.
Cultural proficiency. This term refers to the sixth level and most positive end of
the cultural competence continuum. According to Cross et al. (1989), it occurs when
systems or agencies hold culture in high esteem, advocate for cultural competence, and
seek to add to the body of knowledge on culturally competent care through research and
publications
Table 11
Frequency of Cultural Competence Levels in Sample Population
Levels on the Cultural Competence Continuum
Cultural Destructiveness
Cultural Incapacity
Cultural Blindness
Cultural Pre-Competence
Cultural Competence
Cultural Proficiency
Candidate Did Not Respond to Sections II and/or III

Frequency
0
10
18
28
12
0
3

Percent (%)
0
14.1
25.4
39.4
16.9
0
4.2

Measuring participants’ factors of cultural intelligence using the ECQS selfassessment. Section VIII was 37 items of the expanded cultural intelligence scale
(ECQS) self-assessment was used to measure levels of cultural intelligence across four
factors (motivational CQ; cognitive CQ; metacognitive CQ; and behavioral CQ). Each
item was aligned to one of the four factors of cultural intelligence. Participants were
directed to select the response on a Likert scale from 1 to 7 that best describes how they
perceive themselves. (1 = strongly disagree; 7 = strongly agree). The level of each factor
of cultural intelligence was determined by finding the average response for items aligned
with each factor of cultural intelligence. Hence, the lowest possible level of a factor of
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cultural intelligence is 1.00 and the highest is 7.00. These figures were quantitative
interval level data. Descriptive statistics were performed on the levels of each factor of
cultural intelligence (see Table 12).
Measuring participants’ levels of motivational cultural intelligence. Items 1, 6,
11, 16, 19, 22, 26, 29, and 31 from Section VIII (the ECQS self-assessment) in the data
collection instrument (see Appendix E) were used to measure the respondents’ levels of
motivational cultural intelligence. The numerical responses for each of these items were
averaged to calculate a participant’s level of motivational CQ. The average level of
motivational CQ among participants was 4.98 (see Figure 10).
Measuring participants’ levels of cognitive cultural intelligence. Items 2, 5, 12,
18, 21, 25, 28, 34, 36, and 37from Section VIII (the ECQS self-assessment) in the data
collection instrument (see Appendix E) were used to measure the respondents’ cognitive
cultural intelligence. These items were averaged for each participant to determine their
level of motivational cultural intelligence. Across all factors of cultural intelligence, the
average level of cognitive CQ of participants was the lowest, 4.11 (see Figure 11).
Measuring participants’ levels of metacognitive cultural intelligence. Items 3, 8,
10, 13, 15, 24, 27, 32, 35 from Section VIII (the ECQS self-assessment) in the data
collection instrument (see Appendix C) were used to measure the respondents’
metacognitive cultural intelligence. The responses for each of these items were averaged
to identify one’s level of metacognitive CQ. The average level of metacognitive CQ
amongst participants was 5.17, which was the highest average result amongst all factors
of cultural intelligence (see Figure 12).
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Measuring participants’ levels of behavioral cultural intelligence. Items 4, 7, 9,
14, 17, 20, 23, 30, and 33 from Section VIII (the ECQS self-assessment) in the data
collection instrument (see Appendix C) were used to measure the respondents’ behavioral
cultural intelligence. The responses to these items were averaged per participant to
determine their level of behavioral CQ. The average level of behavioral CQ amongst
participants was 5.05, which was the second highest level of cultural intelligence amongst
participants on average. However, this was also the factor of cultural intelligence with the
greatest range of levels across study participants (see Figure 13).
Table 12
Descriptive Statistics for Factors of Cultural Intelligence using ECQS Self-Assessment
(Section VIII); n=71
Levels of
Motivational
CQ

Levels of
Cognitive
CQ

Levels of
Metacognitive
CQ

Levels of
Behavioral CQ

Mean

4.98

4.11

5.17

5.05

Median

5.00

4.10

5.22

5.11

Mode

5.33

3.30

5.00

4.56

Range

3.00 – 7.00

1.80 – 6.60

3.56 – 6.67

1.22 – 7.00
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Figure 10. Level of motivational CQ frequency distribution.
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Figure 11. Level of cognitive CQ frequency distribution.
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Figure 12. Level of metacognitive CQ frequency distribution.
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Figure 13. Level of behavioral CQ frequency distribution.
Result of the multiple regression analyses by levels of cultural intelligence
factors. A multiple regression analysis was conducted to determine the impact of each
factor of cultural intelligence on the level of cultural competence on the cultural
competence continuum. In order to perform a multiple regression analysis, the
independent variable and dependent variables must be identified. In this study, the
independent variables were the levels of each factor of cultural intelligence (i.e.
motivational CQ; cognitive CQ; metacognitive CQ; and behavioral CQ). The dependent
variable was the numerical level of cultural competence assigned to participants based on
the cultural competence continuum (i.e. cultural destructiveness; cultural incapacity;
cultural blindness; cultural pre-competence; cultural competence; and cultural
proficiency). The data reflecting each participant’s values for each factor of cultural
intelligence as well as the values corresponding to an assigned cultural competence level
according to the cultural competence continuum is displayed in Appendix L. Three of the
participants did not provide adequate responses in Sections II and III of the data
collection instrument. Therefore, the researcher was unable to assign them levels on the
cultural competence continuum. As a result, these participants were not considered when
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performing the multiple regression analysis. The results from the multiple regression
analysis can be seen in Table 13.
A multiple regression was performed to predict the level of cultural competence
based on the four factors of cultural intelligence. The R of this model was 0.1943. As
such, the results of this model are not strong. Further, the R2 was 0.03776. Therefore, the
independent variables (levels of the factors of cultural intelligence) may only explain
about 3.78% of variation in the independent variable (level of cultural competence).
Moreover, the ANOVA p-value (0.65130) is greater than 0.05. Thus, all independent
variables combined in this model are not significantly related to having higher levels of
cultural competence. Ultimately, a significant regression equation could not be found
based on the results of the multiple regression analyses.
Table 13
Result of the Multiple Regression Analyses by Levels of Cultural Intelligence Factors
Regression Statistics
Multiple R

0.19431

R Square

0.03776

Adjusted R Square
Standard Error

-0.02334
0.95777

Observations

68

ANOVA
Regression

df
4

SS
2.26769

MS
F
p-value
0.56692 0.61802 0.65130

Residual

63

57.79114 0.91732

Total

67

60.05882
(continued)
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Independent
Variables

Coefficients

Standard
Error

t Stat

p-value

Intercept

2.70818

0.80213

3.37623

0.00126

1.10525 4.3111

Level of
Motivational CQ

0.16303

0.19617

0.83107

0.40907

0.22898 0.5550

Level of
Cognitive CQ

-0.09802

0.16571

0.59154

0.55628

0.42916 0.2331

Level of
Metacognitive
CQ

-0.04484

0.24933

0.17982

0.85787

0.54309 0.4534

0.41597

0.20741 0.4954

Level of
Behavioral CQ

0.14399

0.17584

0.81884

Lower
95%

Upper
95%

The level of motivational CQ and the level of cultural competence. The fifth
research question of the present study is as follows: What is the impact of motivational
cultural intelligence on the level of cultural competence on the cultural competence
continuum? The p-value for the motivational CQ in the multiple regression analyses was
0.40907. This figure is greater than 0.05. Therefore, the level of motivational CQ was not
a significant contributor of the level of cultural competence.
The level of cognitive CQ and the level of cultural competence. The sixth
research question of the present study is as follows: What is the impact of cognitive
cultural intelligence on the level of cultural competence on the cultural competence
continuum? The p-value of cognitive CQ was 0.55628. Because this is greater than 0.05,
the level of cognitive CQ was also not a significant contributor of the level of cultural
competence.
The level of metacognitive CQ and the level of cultural competence. The seventh
research question of the present study is as follows: What is the impact of metacognitive
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cultural intelligence on the level of cultural competence on the cultural competence
continuum? The p-value for metacognitive CQ was also greater than 0.05 (0.85787).
Thus, the level of metacognitive CQ was not a significant contributor of the level of
cultural competence.
The level of behavioral CQ and the level of cultural competence. Finally, the
eighth research question of the present study is as follows: What is the impact of
motivational cultural intelligence on the level of cultural competence on the cultural
competence continuum? The p-value for behavioral CQ was 0.41597, greater than 0.05.
Therefore, the level of behavioral CQ was not a significant contributor of the level of
cultural competence.
Unexpected Findings
With interest in remaining cognizant of the possibility of there being unexpected
findings outside of the framework of the present study’s research questions, five
additional multiple regression analyses were conducted. These analyses were conducting
using demographic data from Section I of the data collection instrument (see Appendix
E). Specifically, the independent variables in these analyses were as follows: (a) gender;
(b) age; (c) language(s) spoken; (d) race; (e) education or training in cultural competence
prior to enrollment; and (f) experiences in cross-cultural settings prior to enrollment.
With the exception of age, all of these aforementioned independent variables were
represented as binary codes (1 or 0) in order to be analyzed as quantitative data (see
Table 14). Five multiple regression analyses were conducted where each of the following
acted as the dependent variable: (a) level of cultural competence on the cultural
competence continuum; (b) level of motivational CQ; (c) level of cognitive CQ; (d) level
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of metacognitive CQ; and (e) level of behavioral CQ. Of these additional multiple
regression analyses performed, there were a few models that provided unexpected results.
Table 14
Independent Variables as Binary Codes
1

0

Gender

Participant is female

Participant is male

Age*

N/A

N/A

Language(s) spoken

Participant speaks a
language other than
English

Participant does not speak
a language other than
English

Race

Participant is 2 or more
races

Participant is not 2 or more
races

Year of enrollment in
professional physical
therapist education
program

Participant is a 3rd year

Participant is a 2nd year

Education or training in
cultural competence prior
to enrollment

Participant had education
or training in cultural
competence

Participant did not have
education or training in
cultural competence

Experiences in crosscultural settings prior to
enrollment

Participant had experiences
in cross-cultural settings

Participant did not have
experiences in crosscultural settings

*Age was used as an independent variable in this multiple regression analysis. The value
reported by the respondent for age was used rather than a binary code.
Multiple regression analysis: Cognitive CQ as the dependent variable. One
model was highly statistically significant (see Table 15). Specifically, the ANOVA
p-value for the model using cognitive CQ as the dependent variable was 0.00015, which
is less than 0.05 and therefore statistically significant. Furthermore, the R2 value was
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0.35769, meaning the all of the independent variables combined in this model could
explain up to approximately 35.78 percent of the variation in the level of cognitive
cultural intelligence amongst participants.
Ultimately, all independent variables combined in this model are significantly
related to having a higher cognitive cultural intelligence. Additionally, there were two
independent variables in this model that were statistically significant. Firstly, the p-value
for languages spoken was 0.00065; less than 0.05 and statistically significant. This means
that whether a participant speaks a language other than English significantly relates to
having a higher cognitive CQ. Secondly, when analyzing the p-value for year of
enrollment in the professional physical therapist education program (0.02142), the
researcher also found this was statistically significant. This means that the more years of
enrollment significantly relates to having a higher level of cognitive CQ.
Multiple regression analysis: Metacognitive CQ as the dependent variable.
Another multiple regression analysis was performed using metacognitive CQ as the
dependent variable (see Table 16). In this instance, the ANOVA p-value was 0.07126.
Because this value was greater than 0.05, the model itself was not statistically significant.
However, of the independent variables used in this analysis, year of enrollment in
professional physical therapist education program was significantly related to the level
of metacognitive CQ. The p-value of this independent variable was 0.02124, which is less
than 0.05; statistically significant. This means the more years of enrollment may be
significantly related to having a higher level of metacognitive CQ.
Multiple regression analysis: Behavioral CQ as the dependent variable.
Finally, a multiple regression analysis using behavioral CQ as the dependent variable
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showed an ANOVA p-value of 0.1328, which was greater than 0.05 (see Table 17).
Therefore, the independent variables combined were not significantly related to the level
of behavioral CQ. However, one independent variable, language(s) spoken, had a p-value
that was less than 0.05 (0.01491) and therefore statistically significant. In other words,
whether the participant spoke a language in addition to English was significantly related
to higher levels of behavioral CQ.
Table 15
Result of the Multiple Regression Analyses with Cognitive CQ as the Dependent Variable
Regression Statistics
Multiple R
0.59807
R Square
0.35769
Adjusted R
Square
0.28632
Standard Error
0.84108
Observations
71

ANOVA
df
Regression
Residual
Total

Independent
Variables
Intercept

Significance
SS
MS
F
F
7 24.81857 3.54551 5.0119
0.00015
63 44.56735 0.70742
70 69.38592

Standard
Coefficients Error
t Stat
4.53609

Gender

-0.28820

Age

-0.02357

p-value

Lower
95%

Upper
95%

1.27408 3.56028 0.00071 1.99004
0.22044 1.30741 0.19582 -0.72871
0.04488 0.52518 0.60130 -0.11326

7.08215

1.31886

Language(s) spoken

0.84720

0.23602 3.58947 0.00065

0.37554

Race

0.21667

0.34022 0.63685 0.52653 -0.46321

0.15231
0.06612

0.89656
(continued)
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Year of enrollment
in the professional
physical therapist
education program
Education or
training in cultural
competence prior to
enrollment
Experiences in
cross-cultural
settings prior to
enrollment

-0.50591

0.21442 2.35940 0.02142 -0.93441 -0.07742

-0.05605

0.22010 0.25468 0.79980 -0.49588

0.38377

0.32243

0.28306 1.13908 0.25898 -0.24322

0.88808

Table 16
Result of the Multiple Regression Analyses with Metacognitive CQ as the Dependent
Variable
Regression Statistics
Multiple R
0.42501
R Square
0.18063
Adjusted R
Square
0.08959
Standard Error 0.77656
Observations
71

ANOVA
df
Regression 7
Residual
63
Total
70

Significance
F
F
1.98407 0.07126

SS
MS
8.37532 1.19647
37.99157 0.60304
46.36689

Independent
Variables

Standard
Coefficients Error

Intercept

6.00223

1.17634

Gender

0.03853

0.20353

t Stat

p-value

Lower
95%

Upper
95%

5.10246 0.00000 3.65150 8.35296
0.18931 0.85046 0.36819 0.44525
(continued)
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Age
Language(s)
spoken

-0.03090

0.04144

0.74568 0.45863 0.11371 0.05191

-0.14216

0.21792 1.23923 0.21986 0.16542
0.31412 0.45257 0.65241 0.76989

Year of
enrollment in the
professional
physical therapist
education
program

-0.46777

0.19797 2.36278 0.02124 0.86339

0.07215

Education or
training in
cultural
competence prior
to enrollment

-0.21296

0.20321 1.04800 0.29864 0.61905

0.19312

0.35422

0.26135 1.35538 0.18014 0.16804

0.87648

Race

Experiences in
cross-cultural
settings prior to
enrollment

0.27005

0.70552
0.48556

Table 17
Result of the Multiple Regression Analyses with Behavioral CQ as the Dependent
Variable
Regression Statistics
Multiple R
0.39558
R Square
0.15649
Adjusted R
Square
0.06276
Standard Error
1.04571
Observations
71

ANOVA
df
Regression 7
Residual
63
Total
70

SS
MS
12.78068 1.82581
68.89173 1.09352
81.67240

F
1.66967

Significance
F
0.13280
(continued)

142

Independent
Variables

Standard
Coefficients Error

t Stat

p-value

Lower
95%

Upper
95%

Intercept

4.29249

1.58407

2.70979

0.00866

1.12699

7.45799

Gender

0.34612

0.27407

1.26288

0.21129

-0.20157

0.89380

Age

0.00912

0.05580

0.16341

0.87072

-0.10239

0.12063

Language(s) spoken

0.73457

0.29345

2.50325

0.01491

0.14816

1.32098

Race

-0.17611

0.42300

-0.41633

0.67859

-1.02141

0.66919

Year of enrollment
in the professional
physical therapist
education program

-0.32432

0.26659

-1.21654

0.22832

-0.85707

0.20842

Education or
training in cultural
competence prior to
enrollment

0.11921

0.27364

0.43562

0.66460

-0.42763

0.66604

Experiences in
cross-cultural
settings prior to
enrollment

0.21889

0.35193

0.62198

0.53620

-0.48438

0.92217

Summary
This present study used an exploratory concurrent mixed methods approach in
order to describe experiences that shape each factor of cultural intelligence (i.e.
motivational CQ; cognitive CQ; metacognitive CQ; and behavioral CQ) as perceived by
students of professional physical therapist education programs. Further, this study
attempted to determine whether any of the factors of cultural intelligence influenced an
individual’s overall cultural competence. Levels of cultural intelligence were measured
using the expanded cultural intelligence scale self-assessment by (Van Dyne et al. 2012).
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Levels of cultural competence were measured using the cultural competence continuum
by Cross et al. (1989).
The data collection instrument was a questionnaire that gathered both quantitative
and qualitative data concurrently, which was administered to the sample population. The
sample population used for this study included 2nd and 3rd year students of Chapman
University’s professional physical therapist education program, an institution in Southern
California. The sample was obtained using purposeful sampling methods. There were 71
participants altogether. Three of these participants did not provide any responses to
Sections II and III of the data collection instrument, which would have been used to
assign those levels of cultural competence on the cultural competence continuum. As a
result, these individuals were included in only part of the data analyses procedures.
In order to answer the present study’s research questions 1 through 4, the
researcher reviewed qualitative responses in Sections IV through VII of the data
collection instrument. These sections prompted participants to identify experiences that
shaped their factors of cultural intelligence. The researcher found that immersion in
cultural events as well as receiving positive feedback from diverse patients improved
motivational CQ. Additionally, the researcher found that discussions and interactions
with other students in controlled settings improved cognitive CQ. Moreover,
metacognitive CQ was improved when students were faced with difficulties in interacting
with cultural diverse patients resulting from cultural distance. Finally, behavioral CQ
improved when patients learned or practiced non-verbal cues as well as language(s) other
than English.
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To answer the present study’s research questions 5 through 8, the researcher
performed a multiple regression analysis where the independent variables were the levels
of each factor of cultural intelligence and the dependent variables were the levels of
cultural competence according to the cultural competence continuum. Ultimately, a
predictive equation could not be developed to predict cultural competence based on the
four factors of cultural intelligence. Furthermore, the p-values for each independent
variable indicated that each factor of cultural intelligence was not a significant predictor
of the level of cultural competence on the cultural competence continuum.
Being mindful of potential for unexpected findings to emerge from the data
collected, the researcher conducted additional multiple regression analyses using certain
demographic factors as independent variables and each factor of cultural intelligence as
the dependent variable. There were a few unexpected findings from this analysis. Firstly,
speaking a language other than English as well as being enrolled in more years of the
professional physical therapist education program were significantly related to higher
levels of cognitive CQ. Additionally, more years of enrollment might be significantly
related to having a higher level of metacognitive CQ. Lastly, whether the participant
spoke a language in addition to English was significantly related to higher levels of
behavioral CQ.
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CHAPTER V: FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS
The purpose of this exploratory concurrent mixed methods study was to describe
experiences that shape the factors of cultural intelligence (CQ) as perceived by students
of professional physical therapist education programs. The four factors of cultural
intelligence are motivational CQ, cognitive CQ, metacognitive CQ, and behavioral CQ.
Additionally, the purpose of this study was to determine whether any particular factor of
CQ influenced one’s overall cultural competence according to the cultural competence
continuum by Cross et al. (1989). The levels of cultural competence are represented as
six levels: (a) cultural destructiveness, (b) cultural incapacity, (c) cultural blindness, (d)
cultural pre-competence, (e) cultural competence, and (f) cultural proficiency.
Research Questions
The following research questions guided the study:
1. What experiences impact the level of motivational cultural intelligence according
to students of professional physical therapist education programs?
2. What experiences impact the level of cognitive cultural intelligence according to
students of professional physical therapist education programs?
3. What experiences impact the level of metacognitive cultural intelligence
according to students of professional physical therapist education programs?
4. What experiences impact the level of behavioral cultural intelligence according to
students of professional physical therapist education programs?
5. What is the impact of motivational cultural intelligence on the level of cultural
competence on the cultural competence continuum?
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6. What is the impact of cognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
7. What is the impact of metacognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum?
8. What is the impact of behavioral cultural intelligence on the level of cultural
competence on the cultural competence continuum?
Research Methods and Data Collection Procedures
This present study used exploratory concurrent mixed methods to answer these
research questions. The researcher administered a questionnaire to students of Chapman
University’s professional physical therapist education programs on campus with
permission from the Department Chair and faculty. The sample population was provided
with an explanation of the purpose of the study and clarified that participation was
voluntary. Subsequently, the signed consent forms were collected by the researcher and
the questionnaire was administered to participants.
The questionnaire collected both qualitative and quantitative data. Specifically,
open ended questions (qualitative) were used as well as Likert scale questions and the
ECQS self-assessment (quantitative). Furthermore, the questionnaire was comprised of 8
sections. Section I collected demographic information and prompted participants to
identify previous experience with cross-cultural interactions as well as previous education
or training in the area of cultural competence. Responses in Sections II and III were used
to determine each participant’s level of cultural competence on the cross cultural
competence continuum by Cross et al. (1989). Responses in Sections IV through VII
were coded to identify experiences that improved each factor of cultural intelligence.
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Finally, Section VIII was the ECQS self-assessment by Van Dyne et al. (2012), which
was used to measure each participant’s cultural intelligence levels across four factors:
motivational CQ, cognitive CQ, metacognitive CQ, and behavioral CQ.
Population
The study was interested in students enrolled in professional physical therapist
education programs in the US. As of 2018, there were 259 developing and accredited
physical therapist education programs in the US (CAPTE, 2018d), which enrolled more
than 30,000 students. According to the American Physical Therapy Association, a
professional physical therapist education program is typically three years long. The study
aimed to retrieve more meaningful data regarding experiences that impact cultural
intelligence and overall cultural competence. Considering students would be better
equipped to provide rich data the longer they were in the program, the current study was
particularly interested students enrolled in the professional physical therapist education
program during their 2nd or 3rd year of enrollment. The target population included 2nd and
3rd year students of professional physical therapist education programs offered in
California. There were 16 programs in California as of 2018. The target population (N)
was 1,728.
Sample Population
The sample population used for this present study included 2nd and 3rd year
students from Chapman University’s professional physical therapist education students
(n = 71). It is important to note that the researcher was formerly employed with Chapman
University’s Department of Physical Therapy as an administrator. This connection
allowed the research to successfully outreach to administrative personnel who ultimately
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granted approval to recruit students of Chapman University’s professional physical
therapist education program for this present study.
Chapman University meets the same standards set forth by the Commission on
Accreditation of Physical Therapy Education, which includes the integration of cultural
competence education. Furthermore the admissions standards set forth by Chapman
University’s Department of Physical Therapy are comparable to other institutions.
Because Chapman University is in alignment with accreditation standards and admissions
standards used by other professional physical therapist education programs in California,
the data retrieved from the sample population may be generalizable to the target
population.
There were 71 participants in the sample population for this present study. Fortyeight identified themselves as female and 29 identified themselves as male. The majority
of the participants (45) were between 24 and 27 years of age. Thirty-two of the
participants reported speaking at least one other language other than English. There were
31 Asian participants; 26 White participants; eight who reported to be two or more
races/ethnicities; three reported their race/ethnicity as “other;” and three of the
participants did not report any race or ethnicity. The majority of the participants (44)
were in the third year of their professional physical therapist education program at
Chapman University.
Major Findings
Experiences that Improve the Four Factors of Cultural Intelligence
Experiences that improve motivational CQ. The first research question of the
study is as follows: What experiences impact the level of motivational cultural
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intelligence (CQ) according to students of professional physical therapist education
programs? Section IV of the data collection instrument directed participants to identify
experiences in their professional physical therapist education program that improved their
motivational CQ. The researcher found that immersion in cultural events as well as
receiving positive feedback from diverse patients improved motivational CQ.
Experiences that improve cognitive CQ. The second research question is the
following: What experiences impact the level of cognitive cultural intelligence (CQ)
according to students of professional physical therapist education programs? Section V
of the data collection instrument prompted participants to identify experiences in their
program that improved cognitive CQ. The researcher found that discussions and
interactions with other students in controlled settings improved cognitive CQ.
Experiences that improve metacognitive CQ. The third research question: What
experiences impact the level of metacognitive cultural intelligence (CQ) according to
students of professional physical therapist education programs? Section VI of the data
collection instrument prompted participants to identify experiences within their program
that they felt improved their metacognitive CQ. Metacognitive CQ was improved when
students were faced with difficulties in interacting with culturally diverse patients
resulting from cultural distance.
Experiences that improve behavioral CQ. The fourth research question of the
present study is as follows: What experiences impact the level of behavioral cultural
intelligence (CQ) according to students of professional physical therapist education
programs? Section VII of the data collection instrument allowed participants to identify
experiences in their program which improved their behavioral CQ. Behavioral CQ
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improved when participants learned or practiced non-verbal cues as well as learned or
practiced languages other than English.
The Impact of the Four Factors of Cultural Intelligence on the Level of Cultural
Competence on the Cultural Competence Continuum
A multiple regression analysis was conducted using the participants’ levels of
four factors of cultural intelligence (independent variables) to determine if they are
significantly related to increases in levels of cultural competence (dependent variable).
Ultimately, the researcher was unable to develop a predictive equation to use any of the
factors of cultural intelligence to predict levels of cultural competence. In order to answer
research questions 5 through 8, the
p-value per factor of cultural intelligence were analyzed to determine whether the
independent variables in this model were statistically significant.
Level of motivational CQ and the level of cultural competence. The fifth
research question of the present study is: What is the impact of motivational cultural
intelligence on the level of cultural competence on the cultural competence continuum?
The p-value for the motivational CQ was 0.40907 and greater than 0.05. Thus, the level
of motivational CQ was not a significant contributor of the level of cultural competence.
Level of cognitive CQ and the level of cultural competence. The sixth research
question: What is the impact of cognitive cultural intelligence on the level of cultural
competence on the cultural competence continuum? The p-value of cognitive CQ was
0.55628, greater than 0.05. Therefore, the level of cognitive CQ was also not a significant
contributor of the level of cultural competence.
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Level of metacognitive CQ and the level of cultural competence. The seventh
research question is as follows: What is the impact of metacognitive cultural intelligence
on the level of cultural competence on the cultural competence continuum? The p-value
for metacognitive CQ (0.85787) was greater than 0.05. As such, the level of
metacognitive CQ was not a significant contributor of the level of cultural competence.
Level of behavioral CQ and the level of cultural competence. The eighth and
final research question of the present study is: What is the impact of motivational cultural
intelligence on the level of cultural competence on the cultural competence continuum?
The p-value for behavioral CQ was 0.41597. Because this figure was greater than 0.05,
the level of behavioral CQ was not determined to be a significant contributor of the level
of cultural competence.
Findings from multiple regression analysis. Based on this multiple regression
analysis, none of the factors of cultural intelligence were reliable predictors of cultural
competence on the cultural competence continuum. Using the cultural competence
continuum as a framework for assessing an individual’s narrative responses was limiting
in terms of being used as a tool to measure one’s level overall cultural competence. This
approach was effective for Dupre and Goodgold (2007) because their data collection
instrument was used as a pre- and post-test. As such, changes in cultural competence on
the cultural competence continuum could be seen within individuals over time. This
study used a concurrent mixed methods approach to data collection. As a result, the
researcher was limited to assessing individuals’ attitudes towards cross-cultural
interactions in a single moment in time without the opportunity to collect follow up data.
Furthermore, factors such as stressful conditions within the environment of the
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classroom, fatigue, and the desire to provide appropriate responses may have skewed the
data and impacted the results of the multiple regression analysis.
Unexpected Findings
Additional multiple regression analyses were conducted with demographic factors
as independent variables and each factor of cultural intelligence as the dependent
variable. Unexpected findings did emerge. For example, speaking a language other than
English as well as being enrolled in more years of the professional physical therapist
education program were significantly related to higher levels of cognitive CQ. Moreover,
more years of enrollment may be significantly related to having a higher level of
metacognitive CQ. Finally, whether the participant spoke a language in addition to
English was significantly related to higher levels of behavioral CQ.
Conclusions
According to Doherty et al. (2017), there has been paucity in published research
relating to strategies to effectively teach cultural competence in professional physical
therapist education programs. Dupre and Goodgold (2007) add that when compared to
other healthcare professional preparation programs, physical therapy programs are behind
in cultural competence education. The present study aimed to expand existing knowledge
in this area in order to improve the preparation of healthcare professionals, specifically
physical therapists, to deliver higher quality healthcare in cross-cultural settings. This is
especially relevant considering the projected increase in diversity amongst the US
population over the next few decades.
The study was unable to find a relation between the levels of each factor of
cultural intelligence by Van Dyne et al. (2012) and the levels of cultural competence on
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the cultural competence continuum (Cross et al. 1989). These findings may be a result of
the limitations within this study. Specifically, when assigning participants’ a level of
cultural competence based on the cultural competence continuum, written narratives in
sections II and III were used as the primary source. However, these sections revealed to
be the data collection instruments’ greatest limitation.
To clarify, in these sections, participants were able to describe how they interacted
with diverse patients and how they would change their interactions. The connotations of
these statements could potentially have changed had the researcher also been exposed to
the participant’s tone, body language, or facial expressions. Further, if there was more to
be said, but the participants simply did not elaborate, it may have impacted how their
statements were aligned to the cultural competence continuum by Cross et al. (1989).
Therefore, a replicated study using the cultural competence continuum as a framework
should include face to face interviews and/or multiple observations to more accurately
assess the participant’s level of cultural competence. Using the four factors of cultural
intelligence and the expanded cultural intelligence scale by Van Dyne et al. (2012) was a
more useful framework to gather critical feedback from participants and it provided a
validated, quantitative method of measurement.
The cultural competence continuum (Cross et al., 1989) is helpful as a vision for
which personnel and organizations should operate when delivering healthcare to diverse
populations. However, the conceptualization of cultural competence as four factors of
cultural intelligence simplified the act of identifying actual strategies that could
potentially improve overall cultural competence. Specifically, participants were able to
provide more critical feedback by being prompted to identify specific experiences that
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enhanced one factor of cultural intelligence versus another. Furthermore, the expanded
cultural intelligence scale is a far more efficient and reliable tool to measure the concept
of cultural competence.
Despite the limitations in this present study, the researcher was able to identify
key findings that may be applied within the scope of professional physical therapist
education programs as well as in spheres outside of healthcare. Ultimately, there are four
conditions that revealed to improve one’s ability to successfully operate and engage
during cross-cultural interactions: (a) exposure to different cultural settings and/or diverse
people; (b) discussion and feedback; (c) acquisition of more than one language; and (d)
the practice put into becoming culturally competent. Exposure to Different Cultural
Settings and/or Diverse People
Based on the data and findings from this study, it is concluded that exposure to
different cultural settings and/or diverse people is necessary to improve cultural
competence. Participants in this study referenced exposure to different cultures or diverse
people on campus as well as off campus. Clinical rotations are off campus clinical
experiences, where students may often be immersed in communities that belong to a
culture different from their own. A result of this is exposure to patients, and patient
families, who are culturally distant from the participant. Additionally, clinical
experiences on campus, where patients were brought to the student in a controlled
laboratory or classroom environment allowed students to interact with patients who may
belong to different cultures. Furthermore, within the data collection instrument,
participants referenced exploring other cultures by attending cultural events, out of
country internships, as well as interacting with other students and faculty who belonged
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to different cultures. Exposure to various cultural environments or diverse people brings
visibility to cultures that might be unfamiliar. Furthermore, an immersive experience in
cross-cultural environments allows individuals to gain a greater understanding,
confidence, and appreciation for the differences as well as similarities across cultures.
Discussion and Feedback
According to the data and findings from this study, it is concluded that individuals
must engage in discussion of cultural differences and must receive feedback regarding
their cross-cultural interactions in order to improve cultural competence. In the data
collection instrument, participants identified discussion with students, faculty, and
patients as an opportunity to improve all factors of cultural intelligence. Participants
indicated that discussions in classroom settings provided safe spaces to explore new ideas
related to unfamiliar cultures as well as to share best practices to communicate with
cultural diverse patient populations.
Furthermore, these discussions with other students and patient allowed patients to
receive clarification where there may previously have been misconceptions about
unfamiliar cultures. Feedback was an important piece to these learning about how to
interact in cross cultural settings as well. Participants mentioned receiving positive
feedback from diverse patients as a motivator to learn more about other cultures.
Similarly, participants also identified receiving feedback on cross-cultural interactions
from faculty during on and off campus clinical experiences as an important means to
prepare in advance for future cross-cultural interactions.
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Acquisition of More Than One Language
The data and findings of this study indicate that individuals must acquire more
than one language, verbal or non-verbal, in order to improve cultural competence. When
participants were prompted to identify experiences that improve the various factors of
cultural intelligence, a recurring theme was learning a language other than English. This
was most often mentioned by participants in statements in the context of developing
behavioral CQ. Mastery of a secondary language was not a prerequisite course to be
admitted into the program, nor was it a requisite course to be completed within the
curriculum. Two participants indicated that they completed a Spanish Medical
Terminology course as an elective within their professional physical therapist education
program. However, again, this was not a requisite course for all students. Interestingly,
most participants who provided statements related to using a language other than English
indicated that they learned keywords in languages other than English out of necessity to
overcome communication barriers that existed during patient interactions within clinical
experiences or during international travel.
Approximately 45.07 % of participants indicated that they spoke at least one other
language other than English. When performing multiple regression analyses where the
demographic data from section I of the data collection instrument were used as the
independent variables, the researcher found that speaking a language other than English
was statistically significantly related to increases in cognitive CQ, metacognitive CQ, and
behavioral CQ.
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The Practice Put into Becoming Culturally Competent
The data and findings of this present study indicate that one must actively practice
skills that to become culturally competent to experience improved cultural competence
improve over time. A number of participants indicated that their former experiences,
particularly in off campus clinical rotations, allowed them to practice their
communication skills and build their foundational knowledge of different cultures.
Throughout the professional physical therapist education program, students are exposed
to more students, faculty, and patients, from whom they can learn the differences between
cultures as well as strategies to plan for cross-cultural interactions. Moreover, as students
advance through their program, the curriculum places them into cross-cultural situations
(i.e. clinical rotations off campus, clinical experiences on campus, student to student
interactions, as well as student to faculty interactions). Furthermore, statistical analyses
revealed that more number of years enrolled in the physical therapist education program
may be significantly related to the improvement of levels of cognitive CQ as well as
metacognitive CQ. This suggests that under the presence of the former conditions and
given opportunities and time to put cultural knowledge into practice, cultural competence
will improve over time.
Implications for Action
Professional physical therapist education programs have the freedom to design
and integrate cultural competence education strategies into their curriculum to meet
accreditation standards. However, as Dohert et al. (2017) added, it has been a challenge
to identify the best approaches to teaching cultural competence. This present study
supported existing research that there are a variety of methods that do improve cultural
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competence. Traditional methods of teaching cultural competence include didactic
coursework focusing solely on cultural competence, clinical rotations in cross-cultural
settings with diverse patients, and on campus clinical experiences that expose students to
simulated or actual diverse patients. These methods should continue to be utilized as
there is value in these experiences as it relates to developing technical skills as a physical
therapist as well as the development of cultural competence. The following sections
discuss essential actions that have implications in the development of culturally
competent organizations and healthcare practitioners. Diversify the Student Population
in Physical Therapist Education Programs
Professional physical therapist education programs must put forth greater efforts
into diversifying the student population or risk perpetuating a homogenous environment
which encourages ethnocentric attitudes and beliefs. Diversity and inclusion of students
of color as well as other marginalized groups must be prioritized. Furthermore, increasing
diversity within the ranks of healthcare professionals improves the likelihood that diverse
patients will seek and sustain treatment as a result of the actual or perceived increase in
healthcare accessibility. Strategies must focus not only on recruitment of diverse
students, but retention as well. Participants of this present study frequently referenced
their interactions with their fellow students as well as students in programs within the
university as opportunities to develop their cultural competence. Livermore (2015) states
that increasing exposure and socialization with individuals of other cultures leads to
greater interest in continuing to interact with diverse populations. Therefore, a greater
focus on strategies to increase the diversity within the student body is absolutely
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necessary. The literature and findings of this present study suggest that doing so will
enhance the learning experience and improve cultural competence.
Nuciforo (2015) stated that the absence of minority representation in the physical
therapy profession is a clear challenge to public health and health disparities. Minority
students enrolled in professional physical therapist education programs between 2010 and
2012 amounted to 15% (Nuciforo, 2015). Though affirmative action admissions policies
should be governed by each institution, all institutions should cast a net that is wide
enough to market their programs to prospective students from underrepresented groups.
Specifically, professional physical therapist education programs should consider
developing institution specific strategies with the goal of increasing diversity among its
students such that they reflect the projected demographic composition of the US by the
year 2060. By 2060, more than fifty percent of minorities will make up the US population
(U.S. Census Bureau, 2015).
There must be a clear and accessible pathway to a career in physical therapy for
underrepresented students. Higher education is less accessible due to financial constraints
amongst marginalized populations. Therefore, it is essential that all professional physical
therapist education programs in California establish recruitment plans at regional
community colleges and create scholarships for candidates based not only on academic
merit, but also willingness to improve cultural competence, as well as financial need. At
community colleges, courses and programs are offered as an open access to the
community and career readiness is a greater priority to institutional administration than a
public liberal arts university for example. Visibility of physical therapy as a career option
to students in community college settings may allow more diverse students to explore
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various pathways into healthcare and specifically physical therapy. Furthermore, transfer
and admissions agreements between community colleges, 4-year undergraduate degree
programs, and professional physical therapist education programs must be a norm. By
presenting a clear map from community college, to a 4-year undergraduate degree
program, to a professional physical therapist education program, more traditionally
underrepresented students will feel more inclined to follow a prescribed pathway into the
physical therapy profession.
Take a Bilingual Approach to Culturally Competent Healthcare
In addition to diversifying the student population, professional physical therapist
education programs in the US should assure that their students have the capacity to
develop mastery of a second language. Doing so will assure that future physical therapists
are able to establish more meaningful relationships with diverse patients as well as to
improve their ability to assess patients’ health needs and understanding of recommended
treatments, which will result in improved quality and accessibility of healthcare. Based
on the findings and data of this study, acquisition of another language is a tremendous
factor in the development of cultural competence. This study found statistical evidence to
suggest that speaking a language in addition to English improves three out of four factors
of cultural intelligence (cognitive CQ; metacognitive CQ; and behavioral CQ). This is
supported through qualitative narratives from participants in the present study. Many
participants taught themselves key words to overcome communication barriers during
patient interactions and thus were able to provide more meaningful physical therapy
treatments.
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The Commission on Accreditation on Physical Therapist Education, the
accrediting body for professional physical therapist education programs in the United
States, must call for all programs to require a semester to a year of coursework in a
language other than English. Nearly all professional physical therapist education
programs in California require a year of coursework in each of the following subject
areas prior to enrollment: Chemistry, biology, physics, anatomy and physiology. Making
these prerequisites to admission speaks to the importance of the foundational knowledge
of these sciences in order to be an effective physical therapist. If cultural competence is
necessary to being an effective physical therapist, then demonstrating proficiency in
another language through a year of coursework should be given significant attention prior
to enrollment. Requiring demonstration of mastery in a secondary language may also
indirectly diversify the student body, which was the aforementioned implication for
action. Increasing the number of bilingual students will enrich the all students’ learning
experience and improve patient interactions during clinical experiences within the
program and in practice after graduation.
Permit 360 Degree Patient Feedback
During clinical experiences within the professional physical therapist education
program, patients must be given the opportunity to provide physical therapist students
with critical feedback related to their levels of satisfaction towards the students’
communication, demonstrated respect, as well as ability to address the patients’
immediate concerns and needs. Immediately following a treatment during a clinical
experience, a patient must be offered an opportunity to provide both positive and negative
feedback using a brief and accessible 360 degree patient feedback survey. In order to
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protect patient safety, the data collected should first be analyzed by the supervising
faculty or clinical instructor. Subsequently, data should then be synthesized into
actionable items for the student to practice in advance of future patient interactions.
Require Study Abroad Within Professional Physical Therapist Education
Curriculum
The data from this present study shows that exposure to cultural differences,
interaction with diverse individuals, and communicating with others using a secondary
language will improve cultural competence. Completing academic requirements, such as
a clinical rotation or other internship, while immersed in another culture potentially
exposes students to all conditions that improve cultural competence. As such, an
immersive experience in another country in which the culture and language are different
from the students’ must be a required component of all professional physical therapist
education programs. Some institutions will find it difficult to finance these study-abroad
experiences. Therefore, the duration of time spent in this immersive experience may be
variable based on the financial constraints per institution. However, in all cases, advanced
preparation for the immersive experience should include language acquisition and an
overview of cultural norms as well as regional history. Furthermore, after the immersive
experience, students must be required to engage in self-reflection as well as discussion
related to preparing for and adapting to cross-cultural interactions. Utilize the Four
Factors of Cultural Intelligence as a Framework for Developing Cultural Competence
within Professional Physical Therapist Education Programs
The four factors of cultural intelligence and the expanded cultural intelligence
scale (Van Dyne et al., 2012) must be an established framework in the development
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cultural competence education within the professional physical therapist education
programs. While the cultural competence continuum by Cross et al. (1989) is the
framework cited by the American Physical Therapy Association (APTA) in reports
related to cultural competence education, it is sorely limiting in the scope of developing
specific strategies to improve cultural competence. Therefore, APTA must deliver an
updated report on cultural competence education utilizing the four factors of cultural
intelligence as a framework to enhance specific capabilities associated with cultural
competence (i.e. motivational CQ; cognitive CQ; metacognitive CQ; and behavioral CQ).
The focus of such a report should be on the best practices that improve each factor of
cultural intelligence allowing for professional physical therapist programs to enhance
their existing curricula by integrating strategies that are tied to each factor of cultural
intelligence.
Individual programs need to intentionally integrate strategies that provide
individual focus on each of these factors of cultural intelligence. Further, the expanded
cultural intelligence scale should also be used by professional physical therapist
education programs as a means to measure progress in its students’ levels of cultural
intelligence. Utilizing quantitative data as a means to assess cultural competence, such as
with the expanded cultural intelligence scale self-assessment, provides a greater
opportunity for students to quantify their progress. More importantly, programs and their
students could easily identify through measuring levels of each factor of cultural
intelligence, where there are specific areas of weakness and where there are areas of
strength. Thereby, personalizing approaches to delivering quality healthcare to diverse
patient populations.

164

Recommendations for Further Research
1. A similar mixed methods study must be conducted to determine how
professional physical therapist education programs are developing cultural competence
within their faculty members in order to obtain a more well-rounded perspective on the
institution as a whole and its efforts to create a culturally competent organization. This
present study considered the student population because they are the future of healthcare
practitioners. However, there will be fewer barriers to developing a curriculum that more
strategically integrates direct and indirect opportunities to improve cultural competence
within students if the faculty and administration are also highly culturally competent. As
such, this research methodology should be adapted and applied to faculty to determine
what institutions are doing to assure their faculty are culturally competent. Maintaining a
culture that values cultural competence assures sustainability of the practices that develop
cultural competence within students.
2. Further research is needed on the application of the four factors of cultural
intelligence in healthcare professional preparation programs, not limited to physical
therapy. The cultural competence continuum was used as a conceptual framework in this
study because of its prevalence in the field of physical therapy. However, what proved to
be a more meaningful framework for the research questions was the four factor model of
cultural intelligence and the expanded cultural intelligence scale by Van Dyne et al.
(2012). More research is necessary in healthcare professional preparation programs
utilizing the four factors of cultural intelligence as a conceptual framework as well as the
expanded cultural intelligence scale as a measurement tool. The knowledge gained may
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further support the findings in this previous study, or provide alternative perspectives on
conditions that improve one’s overall cultural competence.
3. The four factors of cultural intelligence has been an incredibly meaningful tool
in identifying experiences that improve cultural competence. However, it is imperative
that if the healthcare industry truly aims to reduce disparities in health and healthcare,
then other conceptual frameworks and measurement tools related to cultural competence
be explored. For example, the Development Model of Intercultural Sensitivity (DMIS) is
another conceptualization of cultural competence (Landis, Bennett, & Bennett, 2004).
This model conceptualizes cultural competence as a sequence of six stages, much like the
Cultural Competence Continuum by Cross et al. (1989), which is recognized in the field
of physical therapy. Landis, Bennett, and Bennett (2004) state that the DMIS is framed as
six stages of increasing levels of one’s sensitivity towards cultural differences. A higher
level on the DMIS is associated with higher capabilities to successfully foster
intercultural relations.
Similar to the four factor model of cultural intelligence, DMIS also has an
associated measurement tool, the intercultural development inventory (IDI). Where the
expanded cultural intelligence scale self-assessment includes 37 Likert scale items and is
aligned to the four factors of cultural intelligence, the IDI includes 50 Likert scale items
based on DMIS (Landis, Bennett, & Bennett, 2004). Because the DMIS framework of
cultural competence is similar to the currently used six stage model of cultural
competence (i.e. cultural competence continuum), but can be used in conjunction with a
validated measurement tool, this may prove to be an optimum approach to assessing
cultural competence education in professional physical therapist education programs.
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More research is needed demonstrating the application of DMIS and IDI in professional
physical therapist education programs in order to determine how it can be leveraged to
identify best practices in cultural competence education.
4. A qualitative ethnographic study examining students of color in professional
physical therapist education programs is essential in order to determine how they
navigate the challenges of being enrolled in a professional physical therapist education
program. As Nuciforo (2015) indicated, in recent years, only 15% of students in
professional physical therapist education programs belonged to a minority population.
However, the findings of this present study revealed the importance of the interactions
students have with one another to develop cultural competence. Diversity of the student
population is essential to creating robust learning experiences for students as well as
creating a culturally competent space for patients in clinical settings. Therefore, more
research is needed to determine best practices to engage and retain students of color and
other marginalized groups within professional physical therapist education programs.
5. A mixed methods study must be conducted on how students overcome
language barriers as well as the role of acquiring a second language on improving factors
of cultural intelligence. An unexpected finding of the present study was that language
acquisition played a major role in the improvement of factors of cultural intelligence.
However, the present study did not allow participants to specify their level of proficiency
in languages other than English. It also did not delve deeply into the attitudes and
challenges associated with language barriers.
Whether a participant spoke a language other than English was a significant
player in the development of cognitive CQ, metacognitive CQ, and behavioral CQ,

167

Therefore, exploratory research should be done to understand the impact bilingual
students have on the patient experience during clinical rotations or other clinical
experiences integrated with the professional physical therapist education program.
Alternatively, research may be needed to discover the minimum level of secondary
language proficiency needed for successful cross-cultural interactions. Research studies
providing greater context to the role of language acquisition on the patient-practitioner
experience could further support the need for proficiency in languages other than English
amongst prospective professional physical therapist students. Alternatively, such studies
may provide alternative methods to overcome communication barriers within patientpractitioner interactions.
Concluding Remarks and Reflections
Engaging in a lengthy journey, such as completing a dissertation, is a catalyst for
change. This process has aided my transformational change as a scholarly practitioner
and leader in my community. Engaging in the research process has helped me reach
greater levels of critical consciousness and empathy which are so deeply needed in
leaders today. Considering the United States is heading towards immense demographic
shifts in the next three to four decades, it is imperative that leaders within organizations
and within communities are able to think critically about how our own cultures and biases
can impact the way we view the world. In reaching this level of critical consciousness,
one can make decisions that are not only educated, but ethical as well. Additionally,
applying empathy in any interaction fosters the necessary relationships that must be
called upon to enact long-term transformational change leading towards equitable
outcomes.
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Additionally, this process has made me become more culturally competent as
well. Learning about the impact of cultural competence on healthcare disparities has
improve my motivation improve my cultural competence and drive to engage in crosscultural settings (motivational CQ). Chapter II of this dissertation allowed me to learn
more about the similarities and differences between various marginalized populations and
how they are affected by disparate healthcare (cognitive CQ). The findings of this study
gave me a better understanding of strategies others have used to prepare for cross-cultural
interactions, which I have applied in my own life to prepare for my own cross-cultural
interactions (metacognitive CQ). Further, I have become more aware of how I behave
and engage with others during cross-cultural exchange (behavioral CQ). In all, I have
become more self-reflective and empathetic towards others, which I consider strengths in
my approach to effective leadership.
Finally, both the literature review and findings of this research solidified the
importance of diversity and inclusion in education systems and especially in healthcare
professional preparation programs. As the world changes, cross-cultural interactions are
occurring at a more frequent rate, putting individuals and groups at risk of conflict as a
result of cultural distance. Cultural competence is an essential tool to create diverse and
inclusive spaces, whether in organizations, educational institutions, clinical settings, or on
the political stage. Where cultural competence strategies are allowed to flourish,
everyone thrives.
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APPENDIX A
The Expanded Cultural Intelligence Scale © (ECQS)
Instructions: Read each statement and select the response that best describes your
capabilities relative to those of your peers. Select the answer that BEST describes you AS
YOU REALLY ARE (1=strongly disagree; 7=strongly agree)
Motivational CQ
Intrinsic Motivation

I truly enjoy interacting with people from different cultures.

Intrinsic Motivation

I thrive on the differences in cultures that are new to me.

Intrinsic Motivation

Given a choice, I prefer work groups composed of people with
different (rather than similar) cultural backgrounds.

Extrinsic Motivation

I value the status I would gain from living or working in a
different culture.

Extrinsic Motivation

Given a choice, I value the tangible benefits (pay, promotion,
perks) of an intercultural rather than a domestic role.

Extrinsic Motivation

I value the reputation I would gain from developing global
networks and connections.

Self-Efficacy to
Adjust

I am confident that I can persist in coping with living conditions
in different cultures.

Self-Efficacy to
Adjust

I am sure I can deal with the stresses of interacting with people
from cultures that are new to me.

Self-Efficacy to
Adjust

I am confident I can socialize with locals in a culture that is
unfamiliar to me.

Cognitive CQ
Culture-General
Knowledge

I can describe the different cultural value frameworks that explain
behaviors around the world.

Culture-General
Knowledge

I can describe similarities and differences in legal, economic, and
political systems across cultures.

Culture-General
Knowledge

I can describe differences in kinship systems and role
expectations for men and women across cultures.

Culture-General

I can describe different views of beauty and aesthetics across
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Knowledge

cultural settings.

Culture-General
Knowledge

I can speak and understand many languages.

Context-Specific
Knowledge

I can describe the ways that leadership styles differ across
cultural settings.

Context-Specific
Knowledge

I can describe how to put people from different cultures at ease.

Context-Specific
Knowledge

I can describe effective negotiation strategies across different
cultures.

Context-Specific
Knowledge

I can describe different ways to motivate and reward people
across cultures.

Context-Specific
Knowledge

I can describe effective ways for dealing with conflict in different
cultures.

Metacognitive CQ
Planning

I develop action plans before interacting with people from a
different culture.

Planning

I think about possible cultural differences before meeting people
from other cultures.

Planning

I ask myself what I hope to accomplish before I meet with people
from different cultures.

Awareness

I am aware of how my culture influences my interactions with
people from different cultures.

Awareness

I pay attention to how cultural aspects of the situation influence
what is happening in that situation.

Awareness

I am conscious of how other people’s culture influences their
thoughts, feelings, and actions.

Checking

I adjust my understanding of a culture while I interact with
people from that culture.

Checking

I double check the accuracy of my cultural knowledge during
intercultural interactions.

Checking

I update my cultural knowledge after a cultural misunderstanding.
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Behavioral CQ
Verbal Behavior

I change my use of pause and silence to suit different cultural
situations.

Verbal Behavior

I vary my verbal behaviors (accept, tone, rate of speaking) to fit
specific cultural contexts.

Verbal Behavior

I modify the amount of warmth I express to fit the cultural
context.

Non-Verbal Behavior I modify how close or far apart I stand when interacting with
people from different cultures.
Non-Verbal Behavior I change my non-verbal behaviors (hand gestures, head
movements) to fit the cultural situation.
Non-Verbal Behavior I vary the way I greet others (shake hands, bow, nod) when in
different cultural contexts.
Speech Acts

I modify the way I disagree with others to fit the cultural setting.

Speech Acts

I change how I make requests of others depending on their
cultural background.

Speech Acts

I vary the way I show gratitude (express appreciation, accept
compliments) based on cultural context.

© Cultural Intelligence Center 2014. Used by permission of Cultural Intelligence Center.
Note. Use of this scale granted to academic researchers for research purposes only.
For information on using the scale for purposes other than academic research (e.g.,
consultants and non-academic organizations), please send an email to
info@culturalq.com
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APPENDIX B

Private

Public

34
38
32
32
36
50
112
80
70
35
43
148
90
36
44
54

Approximate Total enrollments
of 2nd and 3rd Year Students at
Time of Study

Institutions
CSU Fresno
CSU Long Beach
CSU Northridge
CSU Sacramento
San Diego State University**
UC San Francisco w/ San Francisco State
Azusa Pacific University
Chapman University
Loma Linda University
Mount Saint Mary’s University
Samuel Merritt University
University of Southern California
University of St. Augustine for Health Sciences
University of the Pacific
West Coast University
Western University of Health Sciences

Anticipated Enrollments per
Year

Approximate Number of Professional Physical Therapist Students Per Program

68
76
64
64
72
100
224
60
140
70
46
296
180
72
88
108
N = 1,728

Source: Adapted from the following: PTCAS (2018), San Diego State University (2018),
and University of Southern California (2019).
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APPENDIX C

Physics

Psychology*

Statistics

Math

Exercise Physiology

Medical Terminology

English Composition

Communication/Speech

Humanities

Other

Social/Behavioral Sciences*

Chemistry

Chapman University
Loma Linda University
Mount Saint Mary’s
University
Samuel Merritt
University
University of Southern
California
University of St.
Augustine for Health
Sciences
University of the Pacific
West Coast University
Western University of
Health Sciences

Biology

Institutions
CSU Fresno
CSU Long Beach
CSU Northridge
CSU Sacramento
San Diego State
University**
UC San Francisco w/
San Francisco State
Azusa Pacific
University

Anatomy & Physiology

Private

Public

Number of Prerequisite Course Requirements Per Program

2
2
2
2
2

0
2
2
0
2

2
2
2
2
2

2
2
2
2
2

1
2
2
2

1
1
1
1
1

0
0
0
1
0

0
0
0
0
0

0
0
0
0
0

0
0
0
0
1

0
0
0
0
0

0
0
0
0
0

0
0
0
1
0

2

2

2

2

1

1

0

0

0

0

0

0

2

2

2

2

2

2

1

0

1

0

0

0

3

0

2
2
2

2
2
2

2
2
2

2
2
2

2
3

1
1
1

0
0
0

0
0
0

0
1
0

0
0
1

0
1
1

0
0
0

0
0
1

2

2

2

2

1

1

0

0

0

0

0

0

0

2

2

2

2

2

1

0

0

0

0

0

0

0

2

2

2

2

2

0

0

0

1

0

0

0

1

2
2
2

2
2
0

2
2
2

2
2
2

2

1
1
1

0
0
0

1
0
0

1
0
0

0
0
1

0
0
0

0
0
0

0
0
0

2

1

1
2

* Some institutions may count psychology coursework towards fulfilling social/behavioral science requirement.
** San Diego State University does not participate in PTCAS. Requirements were found at institutional website.
Source: Adapted from PTCAS (2018) and from San Diego State University (2018) program website.
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APPENDIX D

Private

Public

Other Admissions Requirements Per Program

Institutions
CSU Fresno
CSU Long Beach
CSU Northridge
CSU Sacramento
San Diego State University**
UC San Francisco w/ San
Francisco State
Azusa Pacific University
Chapman University

Minimum Number of
Hours of PT
Observation
100
100
200
100
100
150

Minimum
Number of
Reference
Letters
3
3
3
3
3
3

GRE Submission
Required
Required
Required
Required
Required
Required

100
40

3
0

Required
Required

Loma Linda University

80

3

Not Required

Mount Saint Mary’s University
Samuel Merritt University

80
40

3
2

Required
Required

University of Southern California
University of St. Augustine for
Health Sciences
University of the Pacific
West Coast University
Western University of Health
Sciences

150
80

3
2

Required
Required

50
40
100

3
2
3

Required
Required
Required

** San Diego State University does not participate in PTCAS. Requirements were found
at institutional website.
Source: Adapted from PTCAS (2018) and from San Diego State University (2018)
program website.
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APPENDIX E
Data Collection Instrument
EXPLANATIONS
Information About How Professional Physical Therapist Education Programs Develop Cultural
Competence within Their Students: An Exploratory Mixed Methods Study
Background and Purpose
You are being asked to participate in a research study conducted by Dustin Domingo, MBA, MA,
a doctoral student from the School of Education at Brandman University. This questionnaire is to
support doctoral dissertation research on developing overall cultural competence and levels of
cultural intelligence amongst students in professional physical therapist education programs.
The purpose of this research is to identify experiences within professional physical therapist
education programs that improve students’ levels of cultural intelligence and cultural competence.
This study also aims to determine how factors of cultural intelligence impact one’s overall level
of cultural competence.
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Consent
I understand that:
a)

b)

c)
d)

e)

f)

There are no foreseeable risks or discomforts that may result from your participation in
this study. I understand that the investigator will protect my confidentiality by keeping
the identifying codes and research materials in a locked file that is available only to the
researcher.
The possible benefit of this study to me is that my input may help add to the research
regarding how to prepare physical therapists to engage in cross-cultural interactions and
to deliver higher quality healthcare.
If I have any questions or concerns about the research, I may contact Dustin Domingo
at ##############.
My participation in this research study is voluntary. I may decide to not participate in the
study and I can withdraw at any time. I can also decide not to answer particular questions
in the questionnaire if I so choose. I understand that I may refuse to participate or may
withdraw from this study at any time without any negative consequences. Also, the
investigator may stop the study at any time.
Participation in this study is completely voluntary and has no impact on my grades.
Participation in this study is not a requirement to remain enrolled in my professional
physical therapist education program.
No information that identifies me will be released without my separate consent and that
all identifiable information will be protected to the limits allowed by law. If the study
design or the use of the data is to be changed, I will be so informed and my consent reobtained. I understand that if I have any questions, comments, or concerns about the
study or the informed consent process, I may write or call the office of the Vice
Chancellor of academic Affairs, Brandman University, at ################# (###-#######).

I acknowledge that I have received a copy of this form and the “Research Participant’s Bill of
Rights.” I have read the above and understand it and hereby consent to the procedure(s) set forth.
_____________________________________
Signature of Participant or Responsible Party
_____________________________________
Signature of Principal Investigator
_____________________________________
Date

(3 of 13)
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Instructions
There are 8 sections to this questionnaire. Please answer each question to the best of your ability.
It should take approximately 20 minutes to complete. You are free to withdraw from participating
at any time.
The focus of this research is on the cross-cultural interactions experienced by students of
professional physical therapist education programs rather than their technical skills associated
with the practice of physical therapy. Please keep this in mind when responding to open ended
questions.
Definitions
Before you begin, please review the following terms and definitions to help you complete the
questionnaire:
Cross-cultural. Situations or settings that involve two or more cultures (Moua, 2009).
Culture. A set of beliefs, values, and assumptions belonging to and shared amongst a
group of people. People of the same culture may learn from one another that their
behaviors, attitudes, and perspectives are the correct ways to think, act, and feel (Moua,
2009).
Cultural competence. “A set of congruent behaviors, attitudes and policies that come
together in a system, agency, or among professionals and enable that system, agency, or
those professionals to work effectively in cross-cultural situations” (Cross et al., 1989).
Cultural intelligence. A quantifiable measurement of one’s capabilities to function
effectively in culturally diverse settings and cross-cultural interaction (Ang et al. 2007).

(4 of 13)
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SECTION I: PARTICIPANT INFORMATION AND PRIOR EXPERIENCE/TRAINING
Age:

Gender:

Do you speak a language
other than English?
___ Yes
___ No

Race/Ethnicity (Check all that apply):
___Hispanic or Latino
___American Indian or Alaska Native
___Asian
___Black or African American
___Native Hawaiian or other Pacific Islander
___White
___Other: __________________________
What year are you in the professional DPT program?
___1st year
___2nd year
___3rd year
___Other: __________________________
Prior to enrolling in your professional DPT program, have you had any education or training in cultural
competence? Check all that apply:
___I have not had any education or training in cultural competence
___I have completed coursework or program at the high school level
___I have completed coursework or program at the undergraduate college level
___I have completed coursework or program at the graduate level
___I have viewed or participated in online webinar(s) or online program(s)
___I have participated in a professional or academic conference workshop
___I have participated in training in the workplace
___Other:
_____________________________________________________________________________

Prior to enrolling in your professional DPT program, have you had any experience in cross cultural
settings? Check all that apply:
___I have not had any experiences in cross cultural settings
___I worked in a setting where I interacted with customers/clients whose cultures were different from my
own
___I worked in a setting where I interacted with colleague(s) whose cultures were different from my own
___I lived in a setting where I interacted with people whose cultures were different from my own
___I studied in a setting where I interacted with people whose cultures were different from my own
___I vacationed in a community where I interacted with people whose cultures were different from my
own
___Other:
_____________________________________________________________________________
(5 of 13)

200

SECTION II: LEARNING WITH SIMULATED/STANDARDIZED PATIENTS
a.

My program has provided me with opportunities that have exposed me to simulated/standardized
patients who belong to cultural groups that are different from my own.
[Strongly Disagree]

1

2

3

4

5

6

7

[Strongly Agree]

b.

Consider a specific interaction with a simulated/standardized patient who belonged to a different
culture. Do you recall adjusting your treatment or interactions in any way based on cultural
differences? If so, please describe how you did this?

c.

Consider a specific interaction with a simulated/standardized patient who belonged to a different
culture. What experiences were particularly rewarding? Why do you feel this way?

d.

Consider a specific interaction with a simulated/standardized patient who belonged to a different
culture. What experiences were particularly frustrating? Why do you think they frustrated you? What
could be done to make it different?

(6 of 13)
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SECTION III: LEARNING WITH CLIENTS/PATIENTS THROUGH ON-CAMPUS
EXPERIENCES OR CLINCIAL AFFILIATIONS
a.

My program has provided me with opportunities that have exposed me to clients/patients through oncampus experiences or clinical affiliation(s) who belong to cultural groups that are different from my
own.
[Strongly Disagree]

1

2

3

4

5

6

7

[Strongly Agree]

b.

Consider a specific interaction with a client/patient through an on-campus experience or clinical
affiliation who belonged to a different culture. Do you recall adjusting your treatment or interactions
in any way based on cultural differences? If so, please describe how you did this?

c.

Consider a specific interaction with a client/patient through an on-campus experience or clinical
affiliation who belonged to a different culture. What experiences were particularly rewarding? Why
do you feel this way?

d.

Consider a specific interaction with a client/patient through an on-campus experience or clinical
affiliation who belonged to a different culture. What experiences were particularly frustrating? Why
do you think they frustrated you? What could be done to make it different?
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SECTION IV: MOTIVATIONAL CQ
a.

Experiences in my program have helped me improve my interest, confidence, and/or drive to adapt to
cross-cultural settings.
[Strongly Disagree]

b.

1

2

3

4

5

6

7

[Strongly Agree]

List up to 2 of your most memorable experiences in your program that you feel have improved your
level of interest, confidence, and/or drive to adapt to cross-cultural settings.

SECTION V: COGNITIVE CQ
a.

Experiences in my program have helped me to improve my level of understanding of the differences
between cultures and the challenges of cross-cultural interactions.
[Strongly Disagree]

b.

1

2

3

4

5

6

7

[Strongly Agree]

List up to 2 of your most memorable experiences in your program that you feel have improved your
level of understanding of the differences between cultures and the challenges of cross-cultural
interactions.
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SECTION VI: METACOGNITIVE CQ
a.

Experiences in my program have helped me to improve my abilities to strategize and make sense of
culturally diverse experiences.
[Strongly Disagree]

b.

1

2

3

4

5

6

7

[Strongly Agree]

List up to 2 of your most memorable experiences in your program that you feel have improved your
abilities to strategize and make sense of culturally diverse experiences.

SECTION VII: BEHAVIORAL CQ
Experiences in my program have helped me to improve my abilities to change my verbal
communications and non-verbal actions appropriately when interacting cross-culturally.
[Strongly Disagree]

1

2

3

4

5

6

7

[Strongly Agree]

List up to 2 of your most memorable experiences in your program that you feel have improved your
abilities to change your verbal and non-verbal actions appropriately when interacting crossculturally.
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SECTION VIII: E-CQS
This following section is a self-assessment created by the Cultural Intelligence Center and measures one’s
levels of cultural intelligence. The statements are broad; the context should not be limited to your
interactions with simulated/standardized patients and/or actual clients/patients.
© Cultural Intelligence Center 2014. Used by permission of Cultural Intelligence Center. Note. Use of this
scale granted to academic researchers for research purposes only.
For information on using the scale for purposes other than academic research (e.g., consultants and nonacademic organizations), please send an email to info@culturalq.com
Instructions: Read each statement and select the response that best describes your capabilities relative to
those of your peers.
Select the answer that BEST describes you AS YOU REALLY ARE (1=strongly disagree; 7=strongly
agree)
Item # Item
1.

I truly enjoy interacting with people from different cultures.
[Strongly Disagree]

2.

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

6

7

[Strongly Agree]

I thrive on the differences in cultures that are new to me.
[Strongly Disagree]

7

5

I can describe similarities and differences in legal, economic, and political systems across
cultures.
[Strongly Disagree]

6.

4

I change my use of pause and silence to suit different cultural situations.
[Strongly Disagree]

5.

3

I develop action plans before interacting with people from a different culture.
[Strongly Disagree]

4.

2

I can describe the different cultural value frameworks that explain behaviors around the world.
[Strongly Disagree]

3.

1

1

2

3

4

5

I vary my verbal behaviors (accept, tone, rate of speaking) to fit specific cultural contexts.
[Strongly Disagree]

1

2

3

4
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5

6

7

[Strongly Agree]

8.

I think about possible cultural differences before meeting people from other cultures.
[Strongly Disagree]

9.

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

I value the status I would gain from living or working in a different culture.
[Strongly Disagree]

17.

[Strongly Agree]

I pay attention to how cultural aspects of the situation influence what is happening in that
situation.
[Strongly Disagree]

16.

7

I modify how close or far apart I stand when interacting with people from different cultures.
[Strongly Disagree]

15.

6

I am aware of how my culture influences my interactions with people from different cultures.
[Strongly Disagree]

14.

5

I can describe differences in kinship systems and role expectations for men and women across
cultures.
[Strongly Disagree]

13.

4

Given a choice, I prefer work groups composed of people with different (rather than similar)
cultural backgrounds.
[Strongly Disagree]

12.

3

I ask myself what I hope to accomplish before I meet with people from different cultures.
[Strongly Disagree]

11.

2

I modify the amount of warmth I express to fit the cultural context.
[Strongly Disagree]

10.

1

1

2

3

4

5

6

7

[Strongly Agree]

I change my non-verbal behaviors (hand gestures, head movements) to fit the cultural situation.
[Strongly Disagree]

1

2

3

4
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5

6

7

[Strongly Agree]

18.

I can describe different views of beauty and aesthetics across cultural settings.
[Strongly Disagree]

19.

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

I am confident that I can persist in coping with living conditions in different cultures.
[Strongly Disagree]

27.

[Strongly Agree]

I can describe the ways that leadership styles differ across cultural settings.
[Strongly Disagree]

26.

7

I am conscious of how other people’s culture influences their thoughts, feelings, and actions.
[Strongly Disagree]

25.

6

I modify the way I disagree with others to fit the cultural setting.
[Strongly Disagree]

24.

5

I value the reputation I would gain from developing global networks and connections.
[Strongly Disagree]

23

4

I can speak and understand many languages.
[Strongly Disagree]

22.

3

I vary the way I greet others (shake hands, bow, nod) when in different cultural contexts.
[Strongly Disagree]

21.

2

Given a choice, I value the tangible benefits (pay, promotion, perks) of an international rather
than a domestic role.
[Strongly Disagree]

20.

1

1

2

3

4

5

6

7

[Strongly Agree]

I adjust my understanding of a culture while I interact with people from that culture.
[Strongly Disagree]

1

2

3

4
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5

6

7

[Strongly Agree]

28.

I can describe how to put people from different cultures at ease.
[Strongly Disagree]

29.

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

1

2

3

4

5

6

7

[Strongly Agree]

I can describe different ways to motivate and reward people across cultures.
[Strongly Disagree]

37.

[Strongly Agree]

I update my cultural knowledge after a cultural misunderstanding.
[Strongly Disagree]

36.

7

I can describe effective negotiation strategies across different cultures.
[Strongly Disagree]

35.

6

I vary the way I show gratitude (express appreciation, accept compliments) based on the cultural
context.
[Strongly Disagree]

34.

5

I double check the accuracy of my cultural knowledge during intercultural interactions.
[Strongly Disagree]

33.

4

I am confident I can socialize with locals in a culture that is unfamiliar to me.
[Strongly Disagree]

32.

3

I change how I make requests of others depending on their cultural background.
[Strongly Disagree]

31.

2

I am sure I can deal with the stresses of interacting with people from cultures that are new to me.
[Strongly Disagree]

30.

1

1

2

3

4

5

6

7

[Strongly Agree]

I can describe effective ways for dealing with conflict in different cultures.
[Strongly Disagree]

1

2

3

4
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5

6

7

[Strongly Agree]

APPENDIX F
Alignment Table for Research Questions
Research Question
Research Question 1: What
experiences impact the level
of motivational cultural
intelligence according to
students of professional
physical therapist education
programs?
Research Question 2:
What experiences impact the
level of cognitive cultural
intelligence according to
students of professional
physical therapist education
programs?
Research Question 3:
What experiences impact the
level of metacognitive cultural
intelligence according to
students of professional
physical therapist education
programs?
Research Question 4:
What experiences impact the
level of behavioral cultural
intelligence according to
students of professional
physical therapist education
programs?
Research question 5:
What is the impact of
motivational cultural
intelligence according to
students of professional
physical therapist education
programs?

Instrument Section

Analytical Technique

Section IV:
Motivational CQ

Written responses from this open ended
question are coded for themes.

Section V: Cognitive
CQ

Written responses from this open ended
question are coded for themes.

Section VI:
Metacognitive CQ

Written responses from this open ended
question are coded for themes.

Section VII: Behavioral
CQ

Written responses from this open ended
question are coded for themes.

Section II: Learning
with
Simulated/Standardized
Patients

Evaluate responses to open ended questions
from Section II and Section III. Based on
responses, assign respondent a level on the
cultural competence continuum (Cross et al.,
1989). Each cultural competence continuum
level corresponds with a numerical figure
(i.e. 1 – 6).

Section III: Learning
with Clients/Patients
through On-Campus
Experiences or Clinical
Affiliations
Section VIII, E-CQS
self-assessment (Items
in the domain of
Motivational CQ)
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Determine Motivational CQ score using ECQS self-assessment.
Perform multiple regression analysis using
level of cultural competence on the cultural
competence continuum as the dependent
variable and each of the four factors of CQ
(motivational, cognitive, metacognitive, and
behavioral) as the independent variables.

Research question 6:
What is the impact of
cognitive cultural intelligence
on the level of cultural
competence on the cultural
competence continuum?

Section II: Learning
with
Simulated/Standardized
Patients
Section III: Learning
with Clients/Patients
through On-Campus
Experiences or Clinical
Affiliations
Section VIII, E-CQS
self-assessment (Items
in the domain of
Cognitive CQ)

Research question 7:
What is the impact of
metacognitive cultural
intelligence on the level of
cultural competence on the
cultural competence
continuum?

Section II: Learning
with
Simulated/Standardized
Patients
Section III: Learning
with Clients/Patients
through On-Campus
Experiences or Clinical
Affiliations
Section VIII, E-CQS
self-assessment (Items
in the domain of
Metacognitive CQ)

Research question 8:
What is the impact of
behavioral cultural
intelligence on the level of
cultural competence on the
cultural competence
continuum?

Section II: Learning
with
Simulated/Standardized
Patients
Section III: Learning
with Clients/Patients
through On-Campus
Experiences or Clinical
Affiliations
Section VIII, E-CQS
self-assessment (Items
in the domain of
Behavioral CQ)
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Evaluate responses to open ended questions
from Section II and Section III. Based on
responses, assign respondent a level on the
cultural competence continuum (Cross et al.,
1989). Each cultural competence continuum
level corresponds with a numerical figure
(i.e. 1 – 6).
Determine Cognitive CQ score using E-CQS
self-assessment.
Perform multiple regression analysis using
level of cultural competence on the cultural
competence continuum as the dependent
variable and each of the four factors of CQ
(motivational, cognitive, metacognitive, and
behavioral) as the independent variables.
Evaluate responses to open ended questions
from Section II and Section III. Based on
responses, assign respondent a level on the
cultural competence continuum (Cross et al.,
1989). Each cultural competence continuum
level corresponds with a numerical figure
(i.e. 1 – 6).
Determine Metacognitive CQ score using ECQS self-assessment.
Perform multiple regression analysis using
level of cultural competence on the cultural
competence continuum as the dependent
variable and each of the four factors of CQ
(motivational, cognitive, metacognitive, and
behavioral) as the independent variables.
Evaluate responses to open ended questions
from Section II and Section III. Based on
responses, assign respondent a level on the
cultural competence continuum (Cross et al.,
1989). Each cultural competence continuum
level corresponds with a numerical figure
(i.e. 1 – 6).
Determine Behavioral CQ score using ECQS self-assessment.
Perform multiple regression analysis using
level of cultural competence on the cultural
competence continuum as the dependent
variable and each of the four factors of CQ
(motivational, cognitive, metacognitive, and
behavioral) as the independent variables.
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Permission to Adapt Questionnaire

211

Original Questionnaire by Dupre and Goodgold (2007)
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Permission to use Expanded Cultural Intelligence Scale for Dissertation
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APPENDIX H
Field Testing Feedback Questions
The data collection instrument was field tested by four individuals. Three were
graduates of Chapman University’s professional physical therapist education program.
One was a graduate from the University of St. Augustine. These individuals received a
copy of a draft of the questionnaire, which was the primary data collection instrument for
this study. They were prompted to complete the questionnaire and then respond to the
following questions:
1. How long did it take you to complete the questionnaire?
2. Did you find any grammatical errors or typos?
3. Were there any parts of the questionnaire that were confusing?
4. What feedback would you provide the researcher to improve the clarity of
instructions or questions that are displayed in the questionnaire?
5. Do you have any questions or concerns about the questionnaire or purpose
of this study? If so, please explain.
The instrument was revised accordingly based on the responses and feedback
after field testing.
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APPENDIX I
Request to Chapman University to Conduct Doctoral Research
January 28, 2019

Department of Physical Therapy
Crean College of Health and Behavioral Sciences
Chapman University

Dear Dr. John,
My name is Dustin Domingo, a doctoral student in the School of Education at Brandman University. I am
conducting a study of how professional physical therapist education programs develop cultural competence
within their students.
I am asking for your assistance in the study by allowing me to outreach to 2nd and 3rd year professional
physical therapist students at Chapman University to participate in a questionnaire that may take up to 20
minutes. If possible, I would like to enter classrooms at a time that is convenient for the students and
instructors to administer this questionnaire on or around a date in early March 2019.
Students who agree to participate in the questionnaire will be assured that it will be completely voluntary
and confidential. They will be assured that I am not currently affiliated with Department of Physical
Therapy administration and that their participation will not influence their grades or eligibility to remain
enrolled in their program.
The questionnaire does not collect any personally identifiable information from participants. However, I
may need to have students sign consent forms on the day depending on directives from IRB. No other
agency will have access to the questionnaire and participants would be free to stop the questionnaire at any
time.
My abstract and the questionnaire are attached for your review. I will be applying for IRB approval and
will need to have documentation (preferably in the form of a statement on Chapman University letterhead)
of your permissions in order to be granted IRB approval. Please keep in mind that my data collection
process may change depending on the feedback I receive from IRB. However, I will keep you informed if
that happens.
Please let me know if I have support from you and the dean to proceed with this study. Once I am approved
by IRB, I can let you know so that we may coordinate a date and time for me to enter classroom(s) that is
minimally disruptive to the students.
I am available for any questions you may have. I can be reached at ##########@###########.
Thank you.
Dustin Domingo, MBA, MA
Doctor of Education Candidate
School of Education
Brandman University
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APPENDIX J
Approval from Chapman University to Conduct Doctoral Research
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APPENDIX K
Informed Consent Procedures and Script
The Department Chair of the professional physical therapist education program at
Chapman University will inform the faculty and students in advance of the researcher’s visit to
the campus. The date and time of the visit will be of the faculty and department chair’s choosing.
Here will be the sequence of events to obtain participants’ consent:
1. The researcher will enter the classroom at the permitted time and given approximately 5
minutes to verbally deliver the explanation of the study, the participant bill of rights, and
review of the consent form.
2. The researcher will welcome clarifying questions and address concerns.
3. The researcher will deliver instructions on how to complete the questionnaire and clarify
terms such as cross-cultural, culture, cultural competence, and cultural intelligence.
4. The researcher will welcome clarifying questions and address concerns.
5. The researcher will ask those who are willing to participate to sign the consent form.
6. The researcher will direct consenting participants to complete the questionnaire.
The following script was used by the researcher in communicating to prospective
participants upon entering the classroom.
*Researcher hands out the data collection instrument, consent form and participant bill of
rights. The researcher explains the background, title, and purpose of the research study.
The researcher will also read the participant bill of rights*
(Background and Purpose)
You are being asked to participate in a research study conducted by Dustin Domingo,
MBA, MA, a doctoral student from the School of Education at Brandman University. The
title of this dissertation research is: How Professional Physical Therapist Education
Programs Develop Cultural Competence within Their Students: An Exploratory Mixed
Methods Study
This questionnaire that you will receive is to support doctoral dissertation research on
developing overall cultural competence and levels of cultural intelligence amongst
students in professional physical therapist education programs.
The purpose of this research is to identify experiences within professional physical
therapist education programs that improve students’ levels of cultural intelligence and
cultural competence. This study also aims to determine how factors of cultural
intelligence impact one’s overall level of cultural competence.
You are not required to participate in this research. This is completely voluntary. Your
responses will not impact your grade nor will it determine your eligibility to remain
enrolled in your program. You are also welcome to refuse to participate. There are no
negative consequences for refusing to participate in this study. There are also no
negative consequences for opting out in the middle of the study.
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(Participant’s Bill of Rights)
I will now inform you of the participant bill of rights.
Any Person who is requested to consent to participate as a subject in an experiment, or
who is requested to consent on behalf of another, has the following rights:
1. To be told what the study is attempting to discover.
2. To be told what will happen in the study and whether any of the procedures,
drugs or devices are different from what would be used in standard practice.
3. To be told about the risks, side effects or discomforts of the things that may
happen to him/her.
4. To be told if he/she can expect any benefit from participating and, if so, what the
benefits might be.
5. To be told what other choices he/she has and how they may be better or worse
than being in the study.
6. To be allowed to ask any questions concerning the study both before agreeing to
be involved and during the course of the study.
7. To be told what sort of medical treatment is available if any complications arise.
8. To refuse to participate at all before or after the study is started without any
adverse effects.
9. To receive a copy of the signed and dated consent form.
10. To be free of pressures when considering whether he/she wishes to agree to be in
the study.
If at any time you have questions regarding a research study, you should ask the
researchers to answer them. You also may contact the Brandman University Institutional
Review Board, which is concerned with the protection of volunteers in research projects.
The Brandman University Institutional Review Board may be contacted either by
telephoning the Office of Academic Affairs at (###) ###-#### or by writing to the Vice
Chancellor of Academic Affairs, Brandman University, #################.
*The researcher will welcome clarifying questions and address concerns*
Are there any questions or concerns?
*Researcher reviews each bullet point of the consent form*
Consent
I will now review the bullet points on the consent form.
By signing the consent form you acknowledge that you understand the following:
g) There are no foreseeable risks or discomforts that may result from your

participation in this study. I understand that the investigator will protect my
confidentiality by keeping the identifying codes and research materials in a
locked file that is available only to the researcher.
h) The possible benefit of this study to me is that my input may help add to the
research regarding how to prepare physical therapists to engage in crosscultural interactions and to deliver higher quality healthcare.
i) If I have any questions or concerns about the research, I may contact Dustin
Domingo at ##############@###########.
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My participation in this research study is voluntary. I may decide to not
participate in the study and I can withdraw at any time. I can also decide not to
answer particular questions in the questionnaire if I so choose. I understand that
I may refuse to participate or may withdraw from this study at any time without
any negative consequences. Also, the investigator may stop the study at any time.
k) Participation in this study is completely voluntary and has no impact on my
grades. Participation in this study is not a requirement to remain enrolled in my
professional physical therapist education program.
l) No information that identifies me will be released without my separate consent
and that all identifiable information will be protected to the limits allowed by
law. If the study design or the use of the data is to be changed, I will be so
informed and my consent re-obtained. I understand that if I have any questions,
comments, or concerns about the study or the informed consent process, I may
write or call the office of the Vice Chancellor of academic Affairs, Brandman
University, at ######################.
j)

By signing this form, you acknowledge that you will receive a copy of the consent form
and the research participant’s bill of rights.
*The researcher will welcome clarifying questions and address concerns*
Are there any questions or concerns?
*The researcher will deliver instructions on how to complete the questionnaire and clarify
terms such as cross-cultural, culture, cultural competence, and cultural intelligence*
Instructions
I will now review the instructions.
There are 8 sections to this questionnaire. Please answer each question to the best of
your ability. It should take approximately 15 minutes to complete. You are free to
withdraw from participating at any time.
The focus of this research is on the cross-cultural interactions experienced by students of
professional physical therapist education programs rather than their technical skills
associated with the practice of physical therapy. Please keep this in mind when
responding to open ended questions.
Definitions
Before you begin, please review the following terms and definitions to help you complete
the questionnaire:
Cross-cultural. Situations or settings that involve two or more cultures (Moua,
2009).
Culture. A set of beliefs, values, and assumptions belonging to and shared
amongst a group of people. People of the same culture may learn from one
another that their behaviors, attitudes, and perspectives are the correct ways to
think, act, and feel (Moua, 2009).
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Cultural competence. “A set of congruent behaviors, attitudes and policies that
come together in a system, agency, or among professionals and enable that
system, agency, or those professionals to work effectively in cross-cultural
situations” (Cross et al., 1989).
Cultural intelligence. A quantifiable measurement of one’s capabilities to
function effectively in culturally diverse settings and cross-cultural interaction
(Ang et al. 2007).
*The researcher will welcome clarifying questions and address concerns*
Are there any questions or concerns?
*The researcher will ask those who are willing to participate to sign the consent form*
If you are willing to participate in this study and will consent to completing this
questionnaire, please sign the bottom of the consent form.
*The researcher will direct consenting participants to complete the questionnaire*
If you have signed the consent form, please proceed with completing the questionnaire. If
you have a question about the study or questionnaire, please raise your hand and I will
come to you to answer your question. When you have completed the questionnaire, please
raise your hand. I will come to you to collect your questionnaire and consent form. I will
then provide you with a copy of the consent form and copy of the research participant’s
bill of rights. Thank you.
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APPENDIX L
Cultural Intelligence Scores and Levels of Cultural Competence

Motivational CQ
5.33
5.56
4.89
4.44
5.67
3.78
6.11
5.67
4.56
3.00
5.33
5.33
5.33
4.67
6.00
5.00
3.89
4.78
5.33
5.33
4.78
4.89
3.67
5.33
5.67
6.56
4.44
4.89
4.44
5.67
4.11
3.67
5.33
5.33
5.11
4.67
4.78
5.11
3.67
4.89
5.33
5.00
4.33
5.11

Independent Variables
Cognitive CQ
Metacognitive CQ
5.10
4.50
4.30
4.20
5.80
3.40
4.70
4.80
3.60
4.10
5.20
3.40
4.10
4.70
4.80
4.20
4.40
4.10
5.20
6.40
4.00
4.30
2.60
4.80
5.40
5.20
2.30
2.90
3.80
5.90
3.30
4.00
4.40
4.80
3.10
4.10
3.80
3.60
2.40
4.00
5.30
3.50
3.80
3.30

5.67
5.67
6.00
4.67
6.00
3.67
6.56
5.67
5.11
5.00
5.78
4.11
4.33
6.11
6.56
5.44
5.00
5.67
5.33
6.67
5.89
6.00
3.67
5.89
5.78
6.33
5.00
4.89
4.44
5.22
4.56
5.00
5.11
5.11
6.33
5.56
4.89
5.44
3.56
6.00
6.11
4.00
3.89
4.44
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Behavioral CQ
6.22
4.44
5.67
4.56
6.00
3.78
6.11
5.89
5.11
4.89
6.89
4.22
5.44
5.78
6.78
4.56
5.11
4.56
5.56
6.78
4.56
5.67
2.44
5.78
5.44
5.22
5.67
3.78
4.33
6.22
4.56
5.00
5.33
5.44
6.11
5.78
4.56
6.44
1.22
5.22
6.00
4.78
2.67
4.67

Dependent
Variable
Level of Cultural
Competence
4
4
5
3
2
3
3
3
4
2
4
3
3
4
5
4
4
3
3
4
5
3
3
5
4
3
4
3
3
4
2
5
4
3
4
4
4
4
2
4
2
4
5
5
(continued)

Motivational CQ

Cognitive CQ

Metacognitive CQ

Behavioral CQ

6.00
5.89
6.22
5.00
7.00
4.78
5.78
3.67
5.89
6.00
3.44
5.00
4.22
5.22
6.33
4.67
4.22
5.33
6.33
5.11
3.78
4.44
4.78
3.89

4.30
4.80
4.30
5.50
4.90
3.60
5.30
2.90
5.30
2.00
3.30
4.40
2.90
3.30
3.50
3.20
3.80
5.20
6.60
3.20
3.00
3.30
3.40
4.00

5.44
5.89
5.56
5.56
6.44
4.44
5.56
3.67
4.78
5.22
4.00
5.44
4.56
5.22
5.44
4.33
4.89
5.33
6.67
4.56
3.67
4.67
4.22
4.00

4.78
5.22
7.00
4.89
7.00
4.00
6.00
4.56
5.22
5.00
4.00
4.89
5.00
4.00
5.22
4.33
5.67
5.33
6.67
4.22
4.00
5.33
4.56
3.89

223

Level of Cultural
Competence
5
5
4
3
5
4
3
5
4
2
2
2
5
3
4
4
2
4
3
4
4
2
4
4

